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INTRODUCTION AND PURPOSE 



Every state was given the opportunity of conducting a project of 
"national significance" :whose purpose w'as clearly spelled out by the 
national government, T^e Michigan Department of Public Health applied 
,for' this project to be operated by sub-contract witb^the Michigan Associ- 
atior> for Retarded Children and Adults, The completed project report is 
betng submitted to the -Michigan Department of Public Health for appropriate 
processing. 

The national label for the Project was "Institution Reform and 
De-Institutional ization Plan," We have chosen to coll it "A Plan for 
.Improved Services for the Developmental ly Disabled in'Michigan," 

Th£ developmental ly disabled are those who have a disability 
attributable to mental retardation, cerebral palsy, epilepsy or other 
neurological handicapping condition of an individual found to be closely 
related to mental retardation or to require treatment similar to that 
required by mentally retarded individuals, and 

,, the. disability originates -before such individual attains age 18* 
,.and has continued, or car^ be expected to continue, indefinitely 
,,and constitutes a substantial handicap of such individuals. 

The purpose of this plan is to help meet the needs of developme/i tally 
disabled perscns-of all ages who are curren'fTy in inappropriate institutional 
, settings or at risk of 'being unnecessarily institutionSrl ized.^ The specific 
aims^of this Project were: ^ - ^ 

1) To survey service gaps in communities and institutions, 

2) To delineate responsibility for each type of'service, 

3) Tt> .develop a plan of action to provide' such services, with 
coopeVati ve roles of state departments and communities 
spelled out, ' • * 

^ ' .3 . • 
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PLAN NING PRINCIPLES . / , 



The recommendations in the folf owing section are based on these * ^ 
principles: ' ^ 



1. There -shouVd be an identifiable pl-acement of responsibility, 
• accountability and coordination ^for the delivery of services 
to the. developmehtally disabled, . 



3, Generic conmunlty services should be avai lable.^to J:he develop- 
mentally disabled, with additional specialized services: provided 
where the generic service is' not appropriate or sufficient to 
reduce disabilities to the' ultirnate degree feasible* 

4* Programs and services for this group (t'etarried, cerebral palsied 
and epileptic) should be based on the "normalization" principle; 
that is: allowing them to obtain an existence a's close to the 
normal as possible. For example, normalization means:' 

a normal rhythm of day v ' ^ ^ ' 

a-^normal routine of life, with a program outside of the home, 

a normal rhythm pf^the year, with a vacc^tion, 

an opportunity « to have normal developmental expe/iences at 
various 1 ife stages , 

am opportunity to make choices and to take risks', 
living in a bisexual world, " ^ 

having economic security, and 

having normal locations and sizes of physical facilities. 

5. The developmental ly disabled should have the same basic civil, 
legal and special rights and responsibilities as normal citizens, 
such as the right to an appropriate education 'and the right to 
non-dis^crimination^ in housing. 

6. There snould be a fixed point of referral and coordination where 
specialized services fere provided* Each regional area should 

\ have a plan to have services-available within a reasonable geo- 
, graphical distance from the home of the individual to be served. 



CcAriprehensi ve services for the developmental ly disabled requires 
effective inter-agency (as well as 1nter-discip,linary) corrniunica-- 
tion, coordination, planning and evaluation at all levels (state, 
regional, local) of operation. ^ ' - ^ 



/ 



7. Specialized 'prov/sions shoulB be based on carefully developed 
individual §/^rvice plans appropriate to aoe and' disabi 1 
' • ^ lev^K ^ . ■ ^ ^ 

^ 8, Yhe^omponents .(4. e. /Vtaffi no, plannino and treatmefrt) of 
specialized provis.ions shoyld be of the highest quality. 

9. Services for tfte developmental ly disabled should include Con- 
sideration thp >total^ well-beina of the farrily-unit , IncT^uding 
the need for -respite cjare provis'ions/crisi^intervention and' 
very early basic C9^seling. 

J 10. Program and service chance's should be based on the principle 
^^"^ of achievinn imnroved services for the .individual for his 

maxlmdm habi 1 i tati*OD and movenient within a continuum of ^oare . 
^ arr-angens^^nt -of s^ervi^es.' ) 

11. High priority should te given to programs and services designed ' 
for .'the' prevention o'f developmental disabilities. 

12, Assistance for local program development" should 'be available 

. not only frcp state agencies but' also through other local pro- 
grams which have been^'given a 'special cbarg^ta provide practical, 
' technical assistance *Tqr specific p'urDOses.V^ . . ' * * ^ 
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Key recommendations foilovs with additional specific recommendations 
included in other sections of the document, such as in Position statements 
and Co^rdinatioi\. , 

* Mahy of the recommendations will require additional funding, - 
Sipce servings the developmentally disabled requires state leadership and 
accountability, it is recommended that funds be appropriated by the state 
'legislatufp to nteet these needs wherever possible. Federal grants should 
be sought more in the' area of $hort-term projects, "T-he budget^priorities 
of each agency should reflect these^ recommendations of changes whi.ch are 
necessary to-meet the needs of the developmental ly disabled in Michioan, 

Selected Recornmendations and 
Pla n of Action 

Following each recommendation is a^:^uggested date for implementation 
efforts to ht initiated, 

I,. Recommendations Requiring Interagency Action t^o Close Iden- 
' tified Service Gaos in Planning and Coordination, 
■ S tate Le vel 

1, The role of the Developmental Oisabil itie^ Advisory Council 
.should be re-defi.ned in ^terms of their n^ed to s.et goals, 
establish policy and evaluate proaress. (September, 197^)^ 

2, A new full-time position of Policy Coordinator Tor develoD- 
menta-l disabilities should^^be concerned with policy develop- 

' ment, coordination, planning and .evaluation and should be 
; directly responsible to the director of the acjency, (September, 

' . 19M) : 

' ' ' r 

3/ Cadre members (from the Departments of Education, Vocational 

' ' . • 

Rehabilitation, Mental Health, Public Health and Social , 
f ^ 
' . ServicesJ should function as describe in the Coordination 

' ^Section of this document. 

5 



7 .... 



ri^e heads of the ^^ncies, represented by the Cadre should 

re^affirm thei> support of int-er-aaency functionina. 

The composition of the Cadre should be reviewed in. terns 

of j'ncluding ipemb'eVs whose roles 'have J<ey emphasis on mental 

• * .1* ' ' 

retardation ahdi^pecifical;ly related disabilities. Cadre 

members should h^v§^a commitment to this functioning, be 

creative^'n ^d^al ina with state olannina issues /^Bnd be task- 

completion orien^d.^ - ^ . 

. A consultant from tflexOffice of Manaqemebt and.'Budqet . . 

should participate in Cadre meetings on request when budaet » 

issues are discussed. {^\Jd\}st.^^9JA) • v ' 

•A ^'primary planner" role shotj^lcl be assigned to specific Cadre 

members cm the basis of' pritn^W life stage needs. '(Refer to* 

Coordination Section.) fSepremjDer/ 1974) 

Action should be takeVi to provide mandatory accountability 

for the provision 'of progVam servicesUo tkos/)deve'|opmen tally 

disabled persons over 25 years of a'qe who are unable to • * 

participate in competitive emolpyment. Community Mental 

Health Boards should become, by statute, the accountable. 

aaency. (November, 197^) 

Intensive inter-aqency in-service education efforts for all 
service providers should be developed. *A11 possible resources, 
including universities, should be utilized in this effort. 
Included should oe topics related to: 

^ Inter-aqency 'bu(^getina, • , • • 

P'lann^in^ actiort research, ' ^ 

Health Services - Nutrition, Pental Care, Epilepsy, etc. 
Evaluatiof).' Procedures , 
Inter^-ogency case services . 
^(Septeml^eV, 197^) 
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7. Intensive statewide service inter-dtsciplinary in-service 
educatidn^'centers for practical technical information should 
be prov ded. Suggested is: , 

Oakland C?^l' ' - "MR'Services through Cormunity Mental HeaUh 
' Oakdal r - "Residential Services" 

— 5pecial fundina would be required , 
(July, 1974) 

8. ' Efforts should be made to imDlement the recommendations in 

the Community "Placement study completed by the Michigan 
/ Office of Health and Medical Affairs, (July, 197^) 

9. The Division of Vocational Rehabilitation should develXo a 
clear procedure for the Department of Social Servi cesM icensed 
group home operators. The referral procedure should be 
specifically for evaluation of physically impaired develop- 
mentally disabled who might qualify for the Homebound Craft 
orograrfi, or other programs that may be developed for the 
severely handicapped population, (December, 1974) 

10. The Departments of Social Services and Public Health should 
take the leadership in addressing the^problems of poverty 
which increase the risks c mental retardation including 
^nutrition, pre-natal care and Lead-Based Paint information. 
Current retardation specialists could survey t)ie scope of 
needed activities. 

Provisions should be ma'^e for nutrition instruction to 
be included in programs servinq the developmentall^ disabled. 
(December, 1974) 
Regional Level 

1. The ly regional inter-agency areas should be reviewed in terms 
of the appropriateness of their boundefries, with revisions 
suggested^ The committees themselves should suggest changes. 
■They, should consider the possibility of changing to the "State 
Planning and Development Regions" so that voluntary cooperation 
in regard to other areas of planning cormiunity services can 
occur. (January, 197 5; ^ , ^ 
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2. Regional intsr-agency cofTimittees in the state should be given 
upon request and after cooperative planning wi^ the Cadre, 
state and federal monies to support a full-time professional 
coordinator and secretary to be housed in one of the existing 
regional agencies, and to report to the state office. The 
role would-be specifically defined and would be assisted by 
Intense training efforts by the state inter-anency team. 
Basically, thp RlfC's would be responsible for assessment of 
needs, planning*, inter-aqehcy coordination of services; case 
appeal reviews and evaluation. (Note Coordination Section,) 
(September, 1974) . 
C . Local Level 

1. Life consultation f^n individual plan for a qontfnuum of 
progr*ams and services) and referral centers with follow- 
along services to serve the developmental Ty disabled should 
be developed withifi reasonable oeographical distances. It 
is recommended that Community Mental Health Boards assume 
irrajor responsibility for this, with the Intermediate School 
District assuming prime service responsibility for the 0-25 
year old group and CMH Boards being similarly accountable 
for those over 25 years. This would include institution 
residents. (September, 197^) ' * 

2. developmental 'ly disabled should be served locally by 
inter-aqency teams, with a team leader assianed from the' 
prime service agency at the specific stage in his life. The 
team leader would carrv primary responsibility for supplying 
information to the fol Ic-'-alono^ service agency and reouestinq 

^ appropriate services from the other aoencies. (September, 
197^) 

Areas Requirina Additional Stat^^ Study and Plan of Action. 

A. The need for a specialized service with diaonostic and treatment 
components for severe epileptic patients should be imrnediately 
researched in-denth by the Michioan Department of Mental Health 
and^he Michiqan Departrent of 'Public Health. It should include 

15 



specific infjD^rmation about persons in need of the service and 
potpntia>l tie-in with other state -resources . The numbers in 
need of Hntense services should be concretely determined. 
This should compliment the feasibifity study in V'ayne County 
which is being conducted by the Epilepsy Center of Michigan. 
(September, 197^) 

B. The D.n. /^dvi^ory Council should arrange for an in-depth review 
of the Michigan Housing Authority special provisions for housing 
for the retarded. (November, 197^) 

C. The possibility of the institution dollar following the individual 
during tKe first year of community placement s^^ould be eX-plored 
by^the Advisory Council on Developmental Disabilities. (September 
197^) 

n. A specific^ inter-departmental agreement should be reached to 
provide transportation to daily programs. Legislative changes 
may need to be made to-allow school b^i's transportation to daily 
programs for the adult developmentally disabled. (August, 197^) 

Legislative Action Required. 

A. Consumer agencies and appropriate state agencies should;pus!^ , 
legislatively for non-discriminatory zoning laj^^'s for the develop^ 
mentally disabled. (October, 197^) * ^ ^ ^ ' 

B. Additional daily program and service funni^jg shou.Vd be requested^^ 
by the appropriate agency for immediate j . ^e^S^services 'Vor the 

following: .\ * '/ ^ 

Educatton programs-^ ,000 institutvon^residents r,<*^ $13,41S,20cK 
Day Trainino progr^ams-Released ResJdeTrTts $ 9j.60^-,395^' 

(Total of 2,751 pupiu), u ^ ^ \\ 

' Adult Activity 8- Sheltered Workshops^- \ ^ 

plus 3,588 persons - . ^ ' ^JCI,OOOW\ 

^. ' ^\ ^ ^ — ^ — ^ 

Total AdditionalVunds ^ ' -<33,022 ,495 . 

■ /* 

( Ininediate) ^ ' T \ 
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Additional funds are needed 'for state mentally retarded institu-' 
tions to meet national accreditation standards,, Urgently needed 
are improved health care- services especially, (Including physical 
restoration, dental care, vision and hearino evaluation and 
rescorati^on, etc), (Immediate) 

Continued operationaf monies are required at an adequate level, 
* ( Immediate) . 

lividual State Agency Action Required, ^ 
The Michigan Department of Public Health should continue to 

\spear-head intensive state efforts in the area of Prevention^ 
This would' include public information and action programs ^bout 
lead-poisoning, pre-natal care, genetic research, in^arltile 
spasms, etc, (On-going) 

It is reconimended that the ..State Department of Education expand 
current home training services to spepifically include assessment 
of the family unit's needs for supportive services. Current 
ancillary professionals could perform this function "with directed 
referral to existinq community services in those situation's re- 
quiring on-going intervention, (September, 1974) 
Additions s+ioi/ld-be made to^±he data system currently being 
developed! by the^ Department of Sco'ial Services for tabulatina 
numbers of developmentany-tiisabled being served. Of p^articular 
importance to^inter-aaency functioning are numbers of S'dults ^ 
and c'.ildren sjn foster tare and numbers receiving medical finan- 
cial assistance. .J'Clnjmedi'ate) 

-It is discommended that eafch state, a^qency provide a Developfpental 
D'isabled Specialist (with academic and experience barkoround in 
mental retardation) in each departmental reaional office with 
^^esporisibil ity for i/n-service education of generic staff. Current 
staff could assume this, (September, 1974) 
Tire 0/^Dartment of Education and i^s local counterparts should 
assume full responsibility for educational programs for all jndi- 
viduals/^from 0-25 years irrespective of home placement. (Including 
those in nursing homes and institutions,) (Immediate) 



F. Addi'tional 5tate consultants should be imnied lately' employed to 
develop in-service educati^on prociralns. (Immediate) ' 

' /Agency * " - / ' 

Education * . Institution-Education and Treatment Programs, 

Mental Health Mentally Retarded Nursing Homes 

M.enta.l Health Mental^ly Retarded Institution and CoiTOunity 

Services Programs ; n 

SocTal Services Residential Home Services (Group Homes) 
Vocational Service to the Severelv^developmental ly 

^Rehabilitation disabled. 

E^/Sluation Efforts. ' ' ' 

A. Written regional and -state plans should include specific measure- 
' able gpals. (Pecember, 1974). .^^ y 

B. The Developmental Disabilities Advisory Council and the Cadre 
should spear-^ead evaluation' efforts (Jamiary, ^1975) 
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State H orre and Training Schools Recommendations , 

. ' ^ ■ ; " 

It is recommenc'ed that the unit system of case manaqement be 
fully implemented to provi.^e a>g,reater pinpointing of re^pons-i- 
bility for 'coordinated ser^'ice delivery within institutions. 
(Implementatior^y: October, 1975) /-^^-^ ^ . . 

It is recommended that- the Michiaan DMH/MR Functional Behavior 
Profile continue to be implemented and revised. Utilization of 
it as a. tool W'^an and evaluate* specif i'c training efforts, 
should be tlearlv emphasized at the service delivery level. 
( Implemer^tation : On-going) ' ' ' 

An accountable formal, system" s'hould'be developed for family 
input into individualized proofam planning as well as overall 
policy development. (A mo'^el for such a system cou^fd be that i 
developed from P. A. 19R.) '(Implementation: On-coing) 
The gaD between identified numbers of secondarily impaired 
children find remedial equipment supplied should be immediately 
addressed! i.e., numbers of hearino aids, eye glasses, etc' S^taff 
trained to aporopriately screen and program for these secondary 
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handicap areas shouTi^::^e hired in at least th^ ratios consistent 
with the 19f4 AAMD standarqis.; (It is recommended that Mental 
Health^apply for one of the proposed ten national implementation. 
* grants pf ^100, 000 .for this specific purpose). (Implementation 
by:' July, 1975). ;< ■ ' * - ^ 

5. Heal th' screening a"nd maintenance\services for institution residents 
shouldP be immediately u^raded b'y^ Greater Ijti lization of existing 

,^^services'^rov,ided by tVie^g^tat^j arrf*-i:ounty Health Hepartments.^ ^ 
(Implen^eniatioa: On-aoi/ig) ; f . . v^'^^' ' 

6. th^itten ^d^ivir^iial program pi aas should be ccmplejed for all 

^ ^ '. ^ res^ldents 'in' all'^programs in^onfojnance with National .Accreditation 
standards. Proqram' plans should be Sf^vai^lable on the wards fhr 
. da^y utilizatTon of the dirpct-c^>te staff. (ImolementStion by: y) 

7. ' Spec-ial 'attention should'be ginen to the prooramminq needs of . '.^ 
' the Adult (aqe 18+f resideats ^^hich coTiprise over Wlo' the* ■ . 

^ ins^itutiori^r population. T^Q vital parts of. this effort shlsiuld' ^ 
'be- ^ ' ^ 

a)"^ Community liaison by the institution directed. at acquip^^ng 
senior citizen 'programs and service benefits for those 
^ s^residents approaching theii* elderly years. (Implementation 

"^'^ «C% bV: Jujy, 1<^75) " ^ ^ . , ' 

• . b) Institution cogperatipnY with the prorrosed accountable 

Community Mental Health ^fency, to assure each eligTble person 
. , (parti ciilarly t*^e,-j^o&nq adults 18-25) appropriate community 

based A iult-^Acti vity Centers or Sheltered Workshop pro- 
grams.* ^^mo^emen fat ion by: July,, 1975) 

8. The Division of A^ational Rehabi IjttBtign shpuld be involved in 
pre-release pi canning. The OMm should request District PVP offices 

^ to *)mnediately assess the number .institution residents who may , 
'qualify for service's,? (Sf^cia ^consideration should be given to 
'the he^ DVP emphasiC^i^ .the severely ^disabled.) After assessing 
the* need., a specific plan^to provide appropriate services should 
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de^e^A$ed by CVP in cooperation with appropriate others and 
presen"^ to tUe Cadre ^far f61 low-throuah. (Implementation by: 
September, ^975) ---r- '-^^ • 

<?^. " y , ' ■•/- - >. :■ . ■ 19 •■ 



Guidelines for coiriniinity pl^acements- shoul d be 'tie vel oped and 
staryj^fL 'zed for all tt^e Hone' and Training Schools (Peniston'S 
Rule 23^ IS suggested as a model - See Appendix C, page 31)', 
(Implementatioh by: January, 1975) 

Pre-release planning has been emphasizedn'n clear policy state- 
ments issued by the Michigan Oepartment of Mental Health Central 
Office. Jt is rect5mmen<led that the State. departmental policies 
be translative} into more specific cbmporfei^ts including i-^ 

a) PTOv^sion of a graded sequ^nce-of community experi-^ces 

i on a regular^ basis priof to release (preferably t>ecjinninq 
1 , at the time of entrv^^to the institution). These experiences 
should be for teaching ^alid practice of skills ,(cro%sinq 
streets, eating in r€staurants, shopping, etch) vital to. ^ 
successful community living, (Implementation b^: tlanugiry, 

1975) . • - ' \ '^^ 

b) Staff assignment .should be made consistent with Ihe pre- . 
release planning philosophy, (Implementation: On-goinq) 
Example's are: ^ i , ^ • 

1, SeadifYq ancillary professional specialists out into 
%/eVcoimnunity with individual residents to provide 
more ^^on^.the spot"-^val uatlon of community readiness 

skijjsr . . ' 

2. Greater involvement of community pisfcement staff in 

res^'dential proaramm>rii:j to facil itate, the match 
♦ * ^ * k 

' between residential training efforts.^a^hd the skills • 
, required/ in setting to which the resident will, 

move. ' , , 

c) Requirements "^that thq Initial program plan reflect agree-v, 
ments between the referring aqency, client/family and 
agency personnel regarding the purpose of institutional izat* 
i.e,, what is to be specifically" accomp\ishe''d, in terms of 

' . training, by the admissron. (Implementation: On-going) 
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d) Requirements that docurrentation be provided prior to 
release (to all original participating roles) that the 
. presentino oroblem has been addressed and the ,dearee to 
^vhich intervention efforts have been successful or have 
f a i 1 ed . ( Imp-1 emen-tat i on : On-goi ng) 
The Department of Mental Health should develop standard release 
information forms. All changed residential placements should no 
through the Community Mental Healtfi Office (in its Life Consul- 
tation function.) (Implementation by: July, 1975) 
The Michigan Department of Mental Nealth should provide leadership 
to have each State Home and Training School develop an advisory 
board includina consumer and university representation, (Imple- 
mentation by: July, 1975) 

*It should be noted that the State Department of Mental jiealth 
does- not support thi's Recommendation. 

The Department of Mental Heal th^ shoul d arranoe for institutions 
to us^e all a'vailable resources to serve the residents, E.g,, 
The Serum^ Lab;: of tRe Epilepsy Center of Michigan should also, be 
used to tesf^anti-convulsant levels of persons in residential 
facil i-tieis , ^Implementatioh. by: January, 1975) 
Leadership 'should be provided by the State Department of Menta-) 
Health in implementing the in-service traihinq needs identified 
in. the Project Survey.. Of particular need for Central Office 
leadership are those training' needs reflated to inter-apency 
workings at th^ service del ivery level , and interdisciplinary 
therapv procedures utilized for deinstituttt^nal-ization and/or 
maintenance of coiro^niU^ placement, ^ (Imolementati on : On-ooing) 
"^he role of^tHe Institupion^as a back-up resource to commiirity 
services shou>d be reflected in the provision of' quality respite 
care, short-term jntensive behavior modification and training 
programs and di^-ignost,ic/eva i uat^* ve services. (Implementation: 
On-ooing) ' ' j • f , 



P ROCEDURE ANP METHODS OF DEVEinPING^PLAN ' 

The procedures utilized in developing the Sta^ Plan included: 

a) Rev^ev^ of materials ' . . / 

b) Consultations .and infomation sharing 'V- 

c) Surveys - 

d) Program visits 

e) State inter-aqencf conference vforkshop Sessions 

The cdmmittep received excellent cooperation frorrf^ll of the State 
Offices and other inr^ividuals and agencies contacted during the Project.' . 
The State Offices in particular opened ud all of thelrVecoro: so that we 
could review the information and gain background knowledge'to assist us 
in 'developing this State Plan. ' , , 

The materials reviewed included: ^ 

Mental f'ealth records, budg^, informational materials and 
newsletters:^ 

State Auditor G(meral reports: 

Study of Cornmunity Pl^cenents by nffice of Health and ^^edical 
. Affairs : ^> - , ^ 

Social Services Studies; ^ 

Reports of public hearings from Depar.tment of Sociol Services 
and Mental Health-. 

Applications for Developmental DisaH.jliVies Grants; 
Proposed Mental Health Sta-tutes;- 

United Cerebral Study of Adult CP's;. / * 

Institution Communications: 

Reports of Specif Projects : * . . ' ' ^ 

MARC^ Records and Fteports of consumer visits to Institutions; 
and , 

Recommendations frorf Inter-Anency Workshop He'fd February 7-85 

197^. - . ^ ^ * ^ . ^ 

•s 

\ 

There was a wide ranoe of consultations and ififormation* sharing 
for Project purposes. The State Inter-a.gency Cadre was- a key advisory ^ 
group throughout the ^Project. In addition, we consulted witn ihe following 

agencies and individuals: • ^ . ' 

• ^ 16 \ ^ 



? Michigan Association for Retarded ChiTTs^ren and Adults 

--Staff and Board of Directors 
--Residential Services Committee 

--Social Services Coninittee ^ " '^^'^ 

-rParents of children at each institution 

Michigan United Cerebral ^alsy Association 

--Mr, Roy Morrison 
--Mr. Robert May berry 

Detroit United Cerebral Palsy^ Association 

- > --Mr, James Simpson - 

Office of Services to the Agiri^ 

--Ms. Mary Milan * 

^ Michigan. State University Cerebral PaUy Clinic 

Epilepsy Center of Michigan ' , 

-•^Mr, Thomas Caughlin y ' ^ . , 

--Dr. Phillip Rehnidk ' ^ . ^ 

Institute for the .Study of Mental Retardation .and R^ated Disabilities 

--Dr. William Cruickshank , /. 

--Dr. Junius Cohen . , ' ' . 

--Dr. KeVin Lynch ' . ^ 

--Dr, Larry Tqrtan ' • • ^ 

Michigan Department of Mental Health 

---Dr. Gordon Yudashkin —Dr. Robert Trenz 

-Advisory Council l^bert DeVoe ^ ^ 

--Miss Evelyn Provitt "^^rs. Kay Kaye ^ / 

, --Dr. David Eth ridge* 

--Mr. Robert Drews 

--Mr. Joseph^McCall 

--Mr. John Reynolds 

--Dr. Joseph Denniston 
^ --All Mental Retardation Institution Superintendents 

Michigan Department of Social Services 

--Mr. R. Bernard 'Houston 
--Mr. Thomas Cook 

--Mrs. Rita Charron ^ \ ^ , 

—Ms. Jane Swanson ; ■ . ^ 

--Mr. John Joh/ison 

Michigan Division of Special Education . . 

--Mr. Murray Batten ' • 

--Dr. Mary Blair"- ^ ; 

*] ' , --Miss Dolores Fowlkes '\ ' ' ^ 

^^f' -,-Mr. Fred Chappel 

' ^ ^ ' ' --Mr. Tom Hpv/ard 

--Mrs Jane -Wal 1 irie ' ' r^o 
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Michigan 'Division of Vocational Rehabilitation 

--Dr. Donald Galvan 
--Mr. Harry Smith 
--Mr. Richard Carlson 

Michigan Department of Public Health 

--Dr. Maurice Reizen ' 
--Dr. Thomas Kirk 
--Mr. Paul Tobey 
--Mr. Joe Johnston 

--Mr. Lonnie Johnson ' ^ 

--Dr. Howard Mehaffey 

--Ms. Marie Weber ^. ' ' ' * 

--Ms. Mol ly Graber 
--Mr. Edmund Raake 
-.-Mr. David Katt 
--Mr. Robert Shipman 

--Advisory Council on Developirantal Disabilities 
Michigan State University 

--Dr. Hugh McBride 
Michigan Auditor General's Office 

--Mr. Richard Krieger 
Michigan Association of Administrators of Special Education 

--Mr. Tracy Stockmanj. 
Michigan Association of Intermediate Special Education Administrators 

--Mr. Fred Know! and 
^'ayne County Referral Center 

--Mr., Greg Owens 

Michigan Nurses Association v 

--Mrs. Joan Guy 
--Mrs. Ann Zuzich 

0 

Senate Fiscal Agency 

--Mr. Lou Bozak - " 

House fiscal Agency 

--Mr. Vic Weipert 

Representative Joe Snyder and other representatives involved in 
wor^kshop" 

Senators involved in workshop 
Governor's Principal Health Advisor 
--Dr. Donald C. Smith 
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Michigan State Employees Association 

--Mrl John Doyle 
--Mr. Ed Bucko 

Office of Management and Budget - - - 

--Mr. Bbb G1eis 
—Dr. Gerald Miller 
--Dr. John Dempsey . 

Education - Mental Health Cormiittee on Institution - Education Programs 

Surveys - There were three project surveys {see Appendix A): 

Survey for MR Institutions (pp. 126-136) . . 

Survey for "Regional Inter-Agency Coordinating Committees for "the 
Developmentally Disabled (po. 137-1^1) ^ [ 

Survey for Adult Activity Centers (p. 142) 

* • 

The institutucn survey, develope^d by the Project staff, Ja'S a fiv^e 
part survey which was completed during a personal interview with' the persons 
involved including institation administration, nursing personnel, program 
personnel and attendant nurses. The purpose of the survey was to detennine 
what broad recoimiendations should be made for the improvement of programs 
and services within state institutions for the retarded so .that they could 
be directed toward meeting the standards established by the Joint Accredit^'- 
tion Commission. .S^\/eral institutions were already invohed in a self 
survey preliminary to requesting a visit from the national accreditation 
team. 

The 19 Regional Inter-agency Coordinating Committees each received 
a suryey after the chairmen agreed to participate in this Project. The 
survey dsk46 two questions: 

1) What specific or additional changed services are needed to 
prevent unnecessary institutionalization of the developmentally \ 
disabled? and 

2) What specific additional or changed services are needed to 
help make the return of institution residents to community life 
successful? 

The regional interragency survey form suggested a response format 
and provTHed some backgroijnd consideration suggestions. One hundred 
percent of the nineteen regional inter-agency committees responded to 
this surveyl - ^ ^ 
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. ^ An finally, because oi major need in the state appeared 'to be in 
the area of programminq for the adult retarded, a survey was rrailed to tfiie 
currant adult activity centers t', .determine the numBer of placements avail- 
able, -and the known numbers on the. waiting list for such services. 

The Michigan Association forj. Retarded Children^and Adults - Social 
Serv-ices Committee submitted a statev/ide survey .to local associations ^for the - 
retarded, asking about known numbers X)f the retarded waiting for programs or . 
•services, ' . ' ' 

Visits . / ' ^ 

Visits were made to each of the state* institutions for the retarded, to 
the'.MS'U Cerebral Palsy Clinic, to the Kent County Life Consultation Center, 
to several community, residential facilities, to Community Mental Health 
Boards and to she! tered/workshops . , ' • ^ 

The Cadre members visited several'. of the Regional Interagency 
Coordinating Committees. The Project' s,taff vasited the Regional Inter- 
agency Coordtnatinq Committee in the Upper Peninsula* 

State Interagency Workshop ^. ' ' ' ^ * ^ 

The Project staff developed twenty v/orkshop sessions at a State 
Conference- on Marqh 11 , 1974 to makel^pecific recommendations reparding 
community /pi a cement, needs and other o^ds of the developmental ly disabled 
'to .assist in the StDte pl<anning efforts Csee 'Appendix B, pp. 144-147). About 
500 inter-disciplinary participant^ were inv^^'ved in the Conference and made/ 
specific recommendations which are" included in this docunjent. ^ 

The State Interagency^ Cadre members participated in the refinement ;of 
the recommendations <%ugq^ted by the Project staff after reviewing the materials 
received from the surveys^nd ptheni sources . the^Cadr'e members provided back- 
ground information to the^ac^ency heads/who met on ^-ay 16, 1974 as a group to. 
discuss the recommendatioViV^and their o<.'n acency commitments to octiorl (see 
Appendix D, pp. 157-159). , ' ' . ^ 

Thus, th;is Plan has bben cev^^loped as a result of extensive involve- * 
ment on an* interagency basis |of a/1 parties concerned throughout the State. '-^ 
In addition, agency heads hav^e .ha.d inniit to the. recorrf,endations, andean, 
opportunity to revise and ad€ to the'State Plan, 



PROJECT FINDINGS 

^ ^ 

The p^^oject eniphas ized- the determrnation of service needs for 
those developmentdlly disabled individuals in institutions or in communities 
at risk of being institutionalized. » * ' 

Table 1 indicates the- current and projected estimates of the ^evelop- 
, mentally disabled population in Michigan for a three year peripd. The / 
estimated number in 1974 is 276,013 individuals of all ages, using a 3% 
' * estimated incidence. '^-^ 
/ ^ About 22% of the estimated number were identified in this Project as ( 

receiving some type ^ of service. 

t> *^ * 

Numbers Identified for Services- 

- The numbers currently served include about 78,33^ in^ daily pro- 

; . gramming as foirows: . , . 

^ ' ' ' ' ! 

^ A. , Special Education Classes (1972-73) ' 

This includes: 

EducaWe (Types A and C classes) 
Trainable' classes 
- . A \ /!4 Day Training Centers ^ 

^) ^ Fifty Adult -^cti-vity Centers 

^f. 72 Shelter^^d 'workshops ; ' ' • 3;300' (apx) 

\ NARC On -Job -Training Project . 4 ' * . ''^^^ 

In- addftion to those 'identified m daily programs-, there are 

13^257" in some type of residential placement outside of the family home, 

as 'fellows : . V ^ 

^ ^ ''^ V*^ Number Number 

\. Type of Facil Uy ' Facil ities .Served 

State MR Institutions 11 ^ 3,529 

MR^^^]proved Xur^inq Homes ^ , 6 * 473 

^Soci% Services Special Home^-MR Disturbed ^' 2 25 

Pvt^ Boarding Schools, for MR ' ' 3 158 

^ Wayne Center-Nursino Hor.e Clients 53 435 

"^^iHoover Nursing Home T* 140 

' y Mental HeaTth^ Group Homes • 63 1,192 

/ Social Servitgs-Family Care Homes ■Japx)250^ * ' 500 

Mental Heal th-Fustef Family Care ' 700 

Social Ser.vices-Adult Foster Care "I J05 

iotai • • ' ' 13,257 

, 21 ' 



Teachers , 


Students, 


3,101 


•36,813 


2,329 


28,689 


522 


6,624 


250 


. V,500 • 




' 1 ,307 



^ 
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TABLE 1 
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/ 

CURRENT AND PROJECTED ESTIMATES OF THE DEVELOPMENTALLY ■ 
• DISABLED POPULATION IN MICHIGAN FOR 1974. 1975, ]976^^^'^ 





1974 




1975 


1976 


Keg 1 on i 


]0;729 




1 n CIO 

IO,b/8 


^ IU,0 1 1 


Key ion 11 


n cm 




Q 7C1 ' 

y , /b 1 


0 00c 
y,o3b 


Day 


r noo 

I) ,yo^ 




.6,033 


o,uyu 


bernen-tdSb 






6 ,4/4 


c,bob 


Drdncn-td 1 noun 


/I TCI 


} 

4 


/) /IT 9 


H j'f 1 D 


Central Mi chi gan 


3,56/ 




^ 700 


A 70/1 

4 , /y4 


r 1 1 M t 






1 o,U tu 




Grand Rapids^ 


1 c on o 

1 b , jy J 




1 c /1 09 
' 1 b -t^tcc 


i b ,DDD 


Huron-Tuscola 




i 


. ^ , b^ ! 


c ,bdy 


jacKson-H 1 1 1 sda le 










Kalainazoo 


1 i ,y lo 


> 

{ 


1 3 , iUb 




Lansing 


^11 ,038 




J2,212 


12,384 


Macomb 


21,119 




21 ,716 




Muskegon 


11 ,084 




11 ,264 


1 1 ,363 


Oakland 


29,538 




30,119 


' 30,706 


« 

Port Huron 


4,758 




4,825 


■ 4,859 


^ Saginaw \ 


6,806 




6,949 


7,024 


Soutfrea-Hern 


15,552 




15,760 


16,068 


Wayne 


79,688 




79 ,455 


79,356 


TOTALS 


276,013 




278,474 


280,995 



"Estimates based on 3/0 of the general , population based on t^e 
Pop ulation Prniftrt.ion<; of thp counties 1n Michigan , Research Division, Bureau 
of Programs and Budget,' Executive Office, State of Michigan, December, 1972. 
(The 3% estimate was derived as a best estimate of the total developmental ly 
disabled population in collaboration with Mr. Paiil Tobey, Cadre Coordinator, 
Mr. Robert Mayberry, United Cerebral Palsy, aad\Dr. Phill ip Rennick, Epilepsy 
Center of Michigan.) ^ . ^ 

^Robert Mayberry of the United Cerebral Palsy Association esti™tes 
.that there are approximately 20,000 Cerebral Palsy individuals in Michigan. 
In a number of instances there will be overlap with'mental retardation. 

^Dr. Phil 1 ip Rennick, Director of Psychosocial Research, Epilepsy 
C.enter of Michican, estimates that a:r?roximately 10'^ of the developmentally 
disabled population would have accompanying seizure disorders. This compares 
with an estimate of 1% of the general population of Michigan. 
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There were 52 on the Michiaan Departr^ent of Mental Health waitino list 
for placement in state institutions for the irentally retarded as of 12/31/73, 
Still another category 'exists o^ non-daily services for the retarded 



which) includes a total of 7/S6 

Vocational Rehabilitation apx. 2,666 

Social Services \ , 2,382 

Comnifjnity Mental Health . 2,434 

Child Guidance Clinics 4 



The M^rChigan Association for Retarded Children and Adults Social 
Services Committee surveyed local associations for the retarded to determine 
the numbers ^of retarded .indi viduals waiting for services* They reported 
the following results fron^ incomplete returns:' 





Number 


Community Service 


Waiting 


I>ay Training Classes 


65 


Adult Activity Centers 


518 


Work Acti-vity Centers 


273 


Sheltered Workshops 


219 


Leisure Skills 


408 


Total Waiting 


1 ,483 



Large numbers of residents have been moved from institutions to the 
community 'during the past few^ears. For example, in 1969 there v/ere over 
12,000 residents Of state institutions for the retarded. There are 
currently less than 8,000 residents, or an average decrease per year of 
about 1 ,000 residents. 

Included next is information regarding State Homes and Training 
Schools, followed by a report of the .community findings. 
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A. STATE liOPE AND TPAINPIS SCHOOLS 
The^ Ins titutio nal Population anJ Programs 



In December, 1973 developmental ly disabled persons residing in 11 
State institutions in Michigan numbered 7,92oJ. Of this total 7,559 per- 
sons were statistically accounted for in programmatic data supplied by the^ 
Michigan Department of Mental Health. (See page 25 for program definitions,) 
Adult residents constitute a large portion of-^^se persons residing in the • 
state facilities. This is exemplified by the fact that 5,458 persons out 
.of the 7,559 total or 72.2% of the residents are 18 years of age or. older. 
This characteristic held true upon examining the i>tatistical information for 
each institution.'^ Only three (3) facilities h;3d populations of less than 
69% adults. Of the three (3) facilities one was specifically oriented to 
servicing mostly teenagers, and is currently beirg phased out. The other two 
facilities (Muskegon and Plymouth) each have approximately *50% adults, 
des43ite the fact that one provides specialized evaluation and treatment 
program/services for th'e blind and deaf-blind retarded. 

Adults ' 

Examination of institution program alternatives for adult residents 
4 

indicates: « ^ , 

1) Adults (18 or over) constitute characteristically high numbers 
(consistent with the overall distribution percentages indicated in 
, Table 1) of those serviced within the program categories. Only 
.3% of those served in "Adult Activities" are under age 18, since"" 
this program is by definition for aduUs. Programs such as Habili- 
tation, Nursery-Toddler, Pre-school and the three educational 
programs (Trainable/Educable, Trainable, and Educable)^ were 
specifically designed for the needs of a younger population and 
as would be expected have a larger population of children. 



, - Macomb-Oakland Center with a population c'' 409 was visited during the 

project year. Statistical data regarding those serviced by the facjlity, how- 
ever, is excluded from the tabulations because all persons served reside in 
' community residential facilities. (See Table A, Appendix C.) 

^All percentages are calculated with the statistically accounted for 
program totals as devisors where possible. .(220 males and 141 females had 
invalid or unknown program codes. (See Tables B ^.nd C, Appendix C.) 

^See Table 2, p. 26. 

O ^See Table 3,' p. 27. * 
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PROGRAM DEFINITIONS 



Source: 
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Trainable/Educable 
Trainable 

■ - 7 to 21 years ' > * 

- I.Q. 30-.50'> ' 

Educab'le ' 

Ages - 7 to 21 years ^ 
-I.Q. 50-70 

Physically Handicapped 

/ - 7 years and older ^ . ' . ^ 

* - I.Q. less than or equal to 70 
^ - Shysical defects which require special • 

, ' care and training 

«*' ' # » , ' 

, Growth and Development/Adult Activity - ] 

(growth and Development 

- '7 . to 21 years- 

- I.Q. less than or equal ^to 30 
* Adult Activity , 

- 21 years and older 

- I.Q. less than or equal to 30 

Vocational Training 

- 18^to 45 years ^ ^ . ' 
I.Q. 30-70 X 

- Pre-vocational experience and expl'orajtion 

iNursery Pre-School 

- under 7 years 

- I.Q. less than or .pqual to- 70 
Behavior Treatment 

« « 

- Ambulatory residents with behavior problems of such 
^ ^ severity that they are unable to reqiain in their • 

regular programs 

Visual Ty Handicapped 

- No definition available ' - 

I n f i rma ry 

- Birth and up 

- I.Q. less than or equal to 70 

- Emphasis on medical and skilled or basic nursing 
services 

Program definitions supplied by Lansing Regional Inter-Agency . 
Coordinating Committee, as prepared at the Coldwater State Home* 
•and Training School . 

■ " 3 {/5e 
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2) Of the 5,458 adul ts 1,164, or roughly 1/5, would appear' to, be 
formally identified as beinp infiriii or physically handicapped* 
Approximately 15% of the adults are currently involved in*, 

^„ vocational training, Md/Qr_e(iucationaJ_^^^^^ Whether or_ 

not the bulk of these approximately 800 persons are i^n the IS^i 
age ranee is not indicated in the data supplied; It Is clear 
however, that 44% of the^ adults are involved in the'.pragram. > 
category of AdiJit Activities. Within Adult /Vctivities\ v 
programming may or may not be developmen tally geared,' wherea§, ^ 
for at least 13.2% of the adults there is still placement in 
Habilitation or Growth and Development programs. Within 
these two programs there is almost invariab.lj(r at, feast official 
recognition of developmental needs for those- p^irtiiii.pa ting. 

Adults with behavior problems severe enough to. warrant \ 
segregated progranming constitute only 2.8% of-the tofal num-'^ 
ber of resident adults, however, 79.3% of those served in such 
programs were adults. Possible related gaps^i^ '^community 
programming will be discussed in this regard irr^a letter secti 

3) The overall institutional population is Weighted in terms^qf ' 
male residents. (See Table B, Appendix C.)'. .Tdentifjed adult^ 
female residents (2,338) constituted approxirnate)y 30%^ of;.' 

the population while adult males numbered 3,12Q or roughly / ' 
39% of the total (7,920) residents. Within the adult popu-^' 
lation of 5,458 , females constitute 42.9% and the males 57.1%. 
Adult females participating in infirmary programs numbered 392 
or 53.9% of the adults served^ in the program which is higher - 
than the overall percentage of females irj the adult population. 
Interestingly, adult participation in vocational' training pro- 
grams slightly over 71% male. This percentage is higher 
(71% vsv57%) than the overall percentage of males in the adult 
institutional population. 

4) The statistic of 155 residents 65 years of age or older, points 
to a briefly addressed at-risk group in terms of prospects for 
communUy Placement. (See Tables A and C, Appendix- C.) Of 
these aged residents 101 are in Adult Activity programs with 
little access to community offered senior citizen activities. 
An additional 105 persons are being serviced by the institution 
while on convalescent status and/or residing in other facilities. 
Most significant is the fact that there are 9^8 persons of ages 
51-64 on the Book Census, This would certainly appear to be a 
group of per'sons in perpetual risk of institutionalization if 
returned to communities without appropriately developed suppor- 
' ti ve services. 



^Michigan Department of Mental Health, Report #49027-1 dated 
12/31/73. 
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Children ^ • . 

V 

-Children (2^4''^^b^we^n the ages of 0 to^\8) constituted 31.2% cf 
tbe.-total institutionaj>esidents^ (7,920) in Michigar^as of December 31, 
1973. (Of the statistically accouij.ted for by program codes, children 
.made up 32. 7%'ofvth^, &5?:^total\ Approximate 1 ,000 additional child- 
re'n are included 'in the Book Census of the institutions, as, being served 
whil'e on conval'esc^nt status and/cjr residing in non-instftution facilities. 
Pe/'centages of child^e^n c^^e tonsistent' by institution, with only three 
exceptions ^^hich are noted 'iVi the discussion on the adult population. 

The on'stitl^-ion population of children may usefully be examined by 

7 ^ • ^ 

progra^atTC participation and a<]e. . ' 

1. Adolescents (in the ag4 range 13 through 17) numbered 1 ,-569 ^and 
equalled 63.5% of the^inst itutiop^l ized children.* Those pro- 
arammatiMlly -identified as. physically handicapped and infirm 

" ^- '-(454) ma^e^iip 28. || of the adolescent population. This figure 

Gvinpares with 314 or 39.7% of those aged 6-12^being so classified. 
A review^ of the 0-5 agejrange .indixates 60,7% af that age group 
or 68 persons. are physically han<iicapped pr infirm. Since only 
33.8% of the,.total population of children is programmatical ly so 
classified the increasingly greater percentage's of the younger 
chilcjren being admitted to institutions with such handicaps is 
note worthy. This signirffcant fact could be "easily overlooked 
; \ by simply regarding the 33.8% figure which is an accurate reflec- 
tion of the total' population of children. It could also be 
easily overlooked since the total institution population.-consis ts 
" ofonly 112 persons (4.5% of the popiflation) in "the age* range 0--5. 
. A major program' impl ication from thes^ figured is' that the insti- 
. tuti^on service* system -is addressing a nepd which is conversely 
^''gap' in community- programminq. ' ' \ ^ 

2. Large numbers of children in the age range 6-12 (902 6r 36.5%) are 
; . in Growth and Development and Habilitation programs 'which the De- 
partment of Mental Health Staff, has compare?* to the Day Care 
.training level resident served by the State Department o*f Educa- 
tion. 8 Corresponding to .he large percentag&s of 0-5 age residents 
with' physical handicaps there is a drop in '^the Growth ^and Develop- 
ment-flabilitation — rticipation in this age r^nge. 



^^See Table 2, p. 25. 

^See Table 3, p. 27. 

^Interdepartr'ental Task Force on Education in^State Institutions: 
Survey of Residents,' 1/17/74. 
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3. Children parti cipatina in education and training programs com- 
prise another 14.5% of the population, leaving a final 13.4% 
scattered throughout t' e four remaining program categories of • 

. ^ 3]i>d,_Dejf^_Rursery_ Jodd^ In„addit_ion 198.---- 

^'Children have unknown or 'invalid program ^codes.. Of particular 
significance is the law number of children participating ijv. 
educational programs of equal quality (as specified under 'P. A. 
198) to children residing in their owna^r other community hpmes.\ 
Statewid^ six out of seven age eligible residents (0-25) are not 
receiving such programs/.^ This significant service gap is 
addressed on page. 63 of this document. 

Specific areas of^ program delivery not. reflected in the above noted 
population data, and identified service ^aps drat^n from the previous data 
evaluation will now be addressed. 



Secondary. Handicaps: Adu^lts and Children 

Hearing and Speech/Language Impairments ' y 

As .of December 31, 1973, 3,348 secondary handicaps have beer identified 
for residents of State Home and Training Schools. This figure doe^ no,t 
represent a percentage of the institutional population, however, since any 
resident can be counted in multiple categories. The pervasi vene^ss and the 
multiplicity of secondarily handicapping conditions in the state institutions 
must be approached by analysis of data fr:om a viariety of sources. 

The Michigan Department of Public Health Plan for 1972-73 indicates f 
an estimated incidence of hearing handicaps in all Michigan children at 
about 3-5% of the child population. Disorders of speech and language ^ 
retardation are estimated at 7-10% of zhe general population of Michigan 
children.^' However, Mr. David Katt, a Speech 'and 'Audiological Consultant 



. Interdepartmpntal Task'Force on Education in State Institutions, 
Summary of Minutes 4/18/74*, p. 1. / 

^^Michigan Department of Mental Health, Report ^41037-1, "Humber of 
Patients with Handicaps by Institution," as of 12/31/73. (See Table D, 

Appendix C.) • . . 

^'Michigan Department of Public Health, 1973 Maternal, and Child 
Health Program PT an, p. 46. 



Vithtp the Department of Pubijc Health indicate^., that, t)ased on accumulated 
•data in Wc^igan, the o'nci dance rate for the entire mental ly , retarded , 
population is about 12%."'^ He/notes, however, that with the moderate to - 
profoundly retarded residjngjn State facilities (based on accumulatejd . 
data between 1968 and 1971) tf>e;^xpected fate is about one out of three J ^ 
Since one would expeot^tlfe Itatevinstitutions to be serving this moderate 
to profoi^ndlyVetarded population it M's significant* to observe that the/e 
are only^'435.. identified hearing losses in the ^tate facilities This ; 
represent^ only S.5% 6f the population; however, utilizing the one out of 
three figure one wolild expect 2 , 640 identified hearing handicaps. It 
w^uld appear unlikel-y that between -the data lections of 1968-1971 and 
^^the current date, incidence rates couj.d have dropped so dramatically, 
' particularly since ^qurrent institution admissions are typically more mul - 
ti ply ..haodi capped. » , . 

Currently screening f6r hearing impairments in consultation with 
the Department, of Public Hi^alth is only coriipleted in four of the 11 State 
institutions./ The other institutions primarily use the}r own staff, 
? independent consultants; or consultants from other institutions. According 
to the latest data supplied by^the Department of Mental Health^^ there 
were 18* speech therapists and audiologists on staffs at institutions 
statewide. Even, given identification overUp between the 435 hearing^ 
handicaps and 430 speech and language- hand-icaps, it is doubtful that the 
speech therapists, would be spending all of their time with hearing m-^ 
paired persons and/or in fact doing ohly hearing screening. Audiology 



'^^ David Katt, Focus on Mental Retardatibn: Specifically Ear Health , 
. ^^a^^ch, 1972, p. 1 . r ■ * 

^^Micnigan Department of Mental I'ealtH-, Report 4l037-l, o p., cit - 

^^Michigan department of Mental Health, Report ^13547-5, "Personnel- 
State Hospital! and Institutions," Pay Periad ending 6/30/73.^ (More recent 
data was unava--i,feb.le as of 5/23/74.) (See Table E, Appendix C, )' 



technicians are beSing used to assist in screening, however, the number 
utilized statewide can not be identified oiit of the 30 noted technicians 

- and-specialTsts ptur aT^is^c nts Cin^ all areas") If the figure"of 17 
staff persons for 11 institutions is utilized (even given the problems 
noted) the ratio of such staff to residents for hearing screening pur- * 
poses is 1:466., Utilizing the 1964 AAMD standards specifying a recormiended 
ratio of ,1:40Q, staffing is not adequate and would indicate an imnediate 
need for a minimum of T:hree more staff persons. This staff need does not 
t^ake into account tjje unidentified needs for the services of qualified 
otologists both in screening and follow-up care. Approximately'65^ of 
tfti hearing losses in moderate to profoundly retarded children /^an be 
expected., to be conductive losses which require "otological examination , and 
usually aggVessive medical treatment and monitoring. "^^ 

^ Dunln^ the insti^tutional surveys a count Was not made of numbers 
of amplification devices, however, very few such device? wer^e observed. 
Staff responses to questions kbout hearing impairments and need for 

t amplification devices included (paraphrased): 

1) They were not practical since other children would pull them 
off and break them. c , 

2) Aids would not be tolerated by the retarded person. 

3) Amplification devices would nqt help enough to be worth the 
, . trouble. ' ^ \^ ^ 

4) The/ (the residents) -break them (aids), so often that Crippletf 
Children's won't pay for them any more. Now we wait until just 
before a resident is 21 and buy one thrbugh Crippled Children's. 

In comparing responses on the confidential Attendent Surrey and the^ Progra 
Director/Supervisor Staff Survey related to n^ulfiple hlindicaps.an interesting 

^ . ■ ■ . 5 ^ 

'^ibid. .■ ' ; . • 

17 * ' • 

These ratios were established at a time when institutional popula-' 

tions consisted of larger numbers of mildly retarded persons. These persons 

would have lower incidences, of hearing impairments and would not retfect 

* current population characteristics as related to difficulties of testing. 

1 o \ , 

• ■ ""Katt, op. cit . , p. 7, . ^ , » , ^ 
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factor emerges. Nine out of 14 sampjed attendants have received instruction 
on how to use and adjust^adaptive aids, and 12 out of the 14 feel confident 
in assisting residents with these aids. However, only one out of six asked 
indicated they have been trained in behavior shaping techni<^es sufficiently 
to train a resident to accept^an adaptive aid. It may be that the confidence 
expressed relates to use and .adjustment of equipment. The frustration, 
however, may relate to relatively minimal training in behavior management ^ 
for which the resident inadvertently pays the price, i.e., problems are 
used as rationale for not supplying equipment. ' * 

Additional survey observations by project staff inc^ude'd: 

1) At one institution, with 69 identified hearing impairments^ 
there were minimal individualized recommendations for auditory 
stimulation and communication training. ' 

' 2) At least half of the institutions, as Vepresented by their 
staffs, indicated they did'not use individualized manual or 
o^al cdmmunication methods as part of developmental programming,' 

3) In only one of the institutions .surveyed were non-^.erbal resi- 
dents taught signing. ^ ' ' , 

4) T/ie Michigan School for the Deaf was not utilize'd for programming 
^ ' consultation by any institution. ' 

Visual Impairment ■ 

The incidence of visual impairment among^the mentally retarded is « 
estimated as being ,2-4 times higher than the rate in the general popula- 
tion.^^ In a mass program of vision screening with 6,158 mentally retarded 
'children^° it was found that Z\% (1,313 persons) failed initial screening. 
Subsequent medical follow-up indicated 90% of this number (1,182) were 
found to ^tave significant uncorrected defects. .The screening in Detroit, 
Michvgan was conducted with a largely educable mentally retarded population 
which might lead us to predict that incidence rates "among tfie more severely 
retarded v/ould be at least that high. Mr. Radke, a State Public Health 



. ^^Michigan Department of Public Health, op., cit . , p. 51.'- 

^^Robert Blackhurst, M.D., and Edmund Radke, "Testing. Retarded 
Children for Defects' in Vision," Reprint of article in- Children, Volume 
13, 3, May-June, 1966, pp. 109-12. 



Consultant indicates '.that testiag procedures can be rn^dified to the ability 



level of children more severejj;. invol ved than;^'the'iiii,]'clly re-tarded.^^ ' • f^e 
further- stresses t'he importance , of such screening, , ' v. ^ 

^•'ision screening, as indi-cated in the Project Survey, is curt*entlyT 
carried out in State Home and Training Schools with-'great -variabil ity. < 
Consultation from the State Rublic Health Departilfent is completely volun-'' ' 
tary.^although training of technicians is a service offered by^that^ 
Cepartment'.. There is no .routine .Publ ic Health Vision screening^in any . 
o'f- the JO' residentia! ins1?4tutiohs Visited. Despite, the variability 
of tliis service the Department gf Mental Health has identified 857 "cases . 
of visual impairments. . This figure, represents 10.8% of the total insti- ' 
tutional population of 7,920, and falls far; sho^rt, "of th.!" numbers wtrich could 
likely be so identified. The Department of Mental . Heal th' per^(^el repor.t^^ 
does not specify numbers of staff in this area. Howpver^ a surmiary of / - 
services offered as inciicated by the 'Project Survey fRdig^tes: 

. Vision Service Offered - Nur^ber of Institutionsv 

T '• ^ 

' Rreliminary Screening Only ' 1 " - ^^^^ 

/Admission, and Annual . ^ ^ , 2 ^ t ' ^ 

Hospital Clinic on Grouncjs- , 5 ' ' , ' * " 

[Purchased Service Mearhy . ) , . 

Utilized another State Institution ' 3 ' 

Obtain independent consultation 2 ^ * 

" from another 4nstitucion, Publics " % ' 

Health, ISMRRD. etc.-.. ^ , \ - < 

; ; ^ < ' 

Progran staff attitudes as expressed to Project Staff were^Very 
similar to that expressed rfegardino auditory service needs^V'-i-^e, the' 
older residerfts ['had reached their potential," glasses might be destroyed 
by other residents, etc; Frustrations expressed by attendant staff once 
again rela'ted to a lack of tech'niques to train • the residents fo keep 
glasses on. Additional observations i-^ere: 



i^,' P- 10* '^^^ Personal In^^erview, October, 1973. 

"^^f&^iiirtment of Mental Hea i th Report '^41037-1, op^cjt. 
^^lepartment of Mental Health; Report -13547-5, op. cit . 
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1) Very .few glasses vvere seen in any of the 10 institutional 
residences- visited. 

2) . In one institution 10 "blind" residents in Adult Activities 

hard no specialized program offered to them whfch included 
training techniques suitable for this impairment. 

-3) Sighted residents and visually impai red ^residents were mixed 
in' seven out cf 10 institutions, however, at only three in- 
- stitutions /as it specified that living units were ^irranged 
to enhance i. jbijity and self-care functions,, 

4) Ffforts wer:e made at six out of 10 institutions- to provide 
sensory training and mobility programs; Independent travel 

^ in and out of the institution was not agtively pursued, ^ - 

5) Consultative Services from the Michigan School for the Blind 
were not utilized. 

Convulsive Disorders 

^ The expected incidence of seizure patterns with mental retardation 

overlay ha? been estimated to be about 10% (or 30,000 persons) of the ^ 

25 

devel^wien tally disabled population in Michigan, In what manner this 

expected percentage would vary v^ith the moderate to profoundly retarded . 

was not noted. Trie Michigan Department of Mental Health has identified 

26 

h,488 convulsive disorder handicaps apong its residents in state 
institutions for the mentally retarded. This figure would .epresent 
about 18,7' of the total population of the State Hoaie and Training Schools 
Whether or not this higr.er percentage reflects a higher incidence among." 
the more involved reta'^ded which is a characteristic of the current 
institution population is a matter of speculation. Screening for ccnvul- 
sive disorders is done S3y 39 medical doctors at a ratio of 1:187. 
Oaring the Project .Survey adriission screening and annual ohysicals were 
csignated as the times tnat screening was offered at all institu- 
tions. Records vere available to indicate regular medication review-- 



ERLC 



'^95 

Phillip P^ennick, h.d, Hirect^r af Psychosocial Research, 
Epilepsy Center of ^'ich^<;an, May, 197^. , - 

^^Michujan Dep'jrtirent of Mer^tal li-alth. Report ^^41037-1 , op. cit. 

Mic^^'^an Department of Mental Health, Report ^13547-5, op, cit . 
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SOTO at 60 and some at 90 days. The comprehensiveness of these reviews 
was not evaluated ir the Project Survey. It is interesting, however, to 
reflect upon the fact that estimates of percentages of individual insti- 
tution residents receiving anti -convul sant and/oi- tranquil izing drugs by 
institution staff varied all the way from 33 to 75% (with more es^timates 
clustering near 75%) . ' • 

Personnel ovferali expressed confidence in knowing procedures to 
follow 'in the event of seizures. Seizures per se were not expressed as 
a factor in determining participation in recreational or training activi- ^ 
"ties. 



' Motor or Neuro-Musculo-Skeletal Impairments 

In a study completed for the purpose of charac 'zing an institution's 
child population, secondary handicaps, care needs for . .^se and implications 
of the dat^^ for planning and organizing other proqrams were investigated. 
It was found that neuroloaical conditions iind their musculo-skeletal com* 
plications accounted for the greatest frequency of -secondary handicaps. 
Hydrocephalus, contractures and scoliesis were described as being in large 
part subject to secondary prevention. In^ current M^^istitutional ,data ^nly 
138 identified cases of motor impairment are indicated statevade. Although 
this small number may in part be due to definitional problems (i.e., when 
IS a motor impairment identifiable as a separate handicap over and abQve 
severe neurological and other involvements) a figure of only 1.7% of 'the 
population does seem to be \tery low. Thi^ seems particularly true since 
the number of persons programmatical ly accounted for as being physically 
handicapped^i>& 632 and those in the Infirmary program statewide number 
1 ,362. (See TaWs A, B, ?nd C, Appendix C.) ^ " 

Formal ized\^cr.i .ning for motor impairments occyrs at the time of 
admission and diring annual physicals. As noted previously, there is a 
staff of 39 medical doctors to direct screeninc and provide direction for 
follow-up services provided by professional occupational (10) and [ 



^%onald C. Smith.^M.D., et. al.. '•Health Care, for fnstUutional i7.ed 
Retarded Children',' Reprint from Angrican Jou rn al of ^^e ntal Deficiency, 
September, 1968, Vol. 73, 'pp. 283-293. 

' -44 
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physical therapists (6) statewide. Adequate on-gomg prescriptive 
evaluation and prograi™ing would appear to be an almost physical impossi- 
bility aiven current professional staffing. Using the total of 1,850 . 

30 

motor and sensory impaired children (ages 0-25) the figure of 16 
occupational and physical therapists provides a 'ratio of 1:116 (not 
counting the needs cf the adult population.) 1964 AAMD Standards suggest 
a ratio of 1:15. Even given superior in-service training with attendant 
staff for implementation of habilitative programs thi^ staffing would 
appear to fall far short of that necessary for screening and active 
developmental training in these handicap areas. The Project Survey 
indicated: 

1) Efforts^ to improve or maintain physical functioning through . 
body positioning and/or assistive or, adaptive devices vary. 

a) In seven, institutions 'staff indicated use of such 
devices. (Very few were observed) 

b) A limited number of leg braces were observed. 

c) Efforts to develop head control and sitting balance 
by ordering head supports on wheel chairs, and 
asking residents to lift their head while speakiJig 
were observed at five institutions. 

2) Equipment for floor mat activities, to encourage balance and 
gross motor coordination was stated to be available at five 
^facilities.' At one such facility, however, discussions with 

the attendant staff person indicated the mats had not been 
used for a .month.. ' ^ 

3) A need for more wheel chairs was expressed at a1^ institutions 
by both program supervisory staff and attendant st^ff. Indi- 
vidual ly ♦prescribed' wheel chairs were recognized as a program 

' ' need at two facilities.- ^ ( 

4) One institution had a very large and well' equipped physical 
therapy room which was not utilized during the^day of the 
Project Survey. .Other facilities hhd less space and equip; 
ment. There was Very obvious evidence, however, that several 
creative program supervisors were finding ways to gradually 
acquire such space and equipment, and were finding means of 
building in aporoximating activities when there we increased 
staff available. ^ f 



4^ ^^Michigan Departirent of Mental Health, Renort ^1 3547-5, op. cit 

^^Data submitted for Educational program planning an: the Inter- 
departmental Task Force on Education in State Institutions, January 17, 
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5) Specif vc, individualized program goals (to improve physical 
functioning by increasing muscle strength and gross motor 
coordination to prevent contractures) were usually not avail- 
able on the wards for utilization by attendant staff. Such 
goals were more, apparent in Medicaid approved units, and may 
have been in supportive service profess' jhc/I files, but were 
not readily available for incorporating into the daily 
routine. 

6) Adaptation of the physical environment lo promote ambulatioe^, 
use of wheel chair and walkers also varied in each facility. 

a) Five facilities gave direct evidence -of efforts in this 
regard. 

b) Three of the five had some wall rails .and bars for pulling 
erect. These arrangements v:ere more apparent in bulldinos 
v/here redesigning had occurred to meet Medicaid standards. 

7) Wa^lkers v/ere observed as being minimally available. 

8) Wheel chair use was often restricted to '^alls and/or day room 
areas (the Survey was conducted over the Fall and Winter). 
Frequently so many residents were if) the aVea that little 
mobility was possible and crawling and creeping opportunities 
li-mited. 



Behavior Disorders 

In a "Survey of Residents" conducted by the Department of Mental 
Health 413 children (0-25) were identified as having behavior disorders 
which we>"e identifiable as handicaps overlapping with mental retardation. 

An estimate of the adult population can be made by utilizing the Behavior 

32 ' 

Treatment program data (122 adults 21 years or older). This figure 
does include a four year age overlap^ however, since four facilities do 
not indicate persons in Behavior Treatment programs it is doubtful that 
use of this figure would inflate the est^'mdte. This is particularly true 



^^See Ta'^le B', Appendix C. Data by age categories beginning or 
ending at age 2*6 was not available fror^ the Department of Mental' Health. 



since one of those faciMties has recently opened a unit special iz'ing in 
services to ^0 such persons. The initial population for this unit will be 
cir4wn from the Wayne County facility currently' being phased out (which is 
orte of those indicating no persons in a Behavior Treatment program). In 
addition, a number of residents were observed (during the Project Survey) 
in Adult Activities and Infirmary units with self abusive behaviors so 
severe that hand binding and restriction of movement was necessitated. 
Given these considerations even a rough estimate of 550 persons would 
appear to be an under estimate rather than an over estimate o? the insti- 
tutional population with behavior disorders. Skilled professional staff 
trained to provide therapy and/or training direqteion included one psych i- 
atrist and 23 pschologists statewi.de. Some educators, social workers . 
and occupational therapists could possibly be included in the staff tabu- n 
lation, but this nuntier cannot be tabulated from the data available. At 
first glance this staffing ratio (approximately ]:2J) appears fairly ade- 
quate. However, with overlapping job responsibilities for the general 
population of the institutions, (i,e,, intelligence testing, consultation 
for developmental programming, therapy, etc) it is clear that a major 
portion of many of these persons' tirre is not, and indeed cannot be, spent with 
those residents with behavior disorders. This means j|hat much of the 
follow-up responsibility falls upon attendant care staff who are already 
frequently either untrained for thi^'r^esponsibility and/or feel they 
cannot implement programs given their other responsibilities, £iven 1974- 
75 budget recommendations (with corresponding staff cuts) it would seem 
unlikely that services provided could greatly improve ^ 
orders characterized by aggressive acting-out behaviors. These behaviors, 
because of their obvious visibility, probably do not get missed in the 
daily observational ''screening" of attendant staff. Many mentally retarded 
persons in ir ititutional settings, however, develop se i f-stirnulatory 



Department of Mental Health, Report ^^1 3547-5, op. cit . 
'As discussed at the Superintendent's Meeting, 2/7/74, 
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behavior mannerisms which go unaddressed because they do not interfere 
with daily custodial routines, and/or they are discounted as behaviors 
characteristic of the .retarded. Appropriate staff i'^.g both in quality 
and quantity for on-going screening of these probleiris is certainly not 
addressed by the current staff ratios. 

- * 
Diagnosis and Individual Program Evaluation 

Among the 11 institutions surveyed there was rather substantial 

'variability in regard to the perceived role of the institution related 

35 

to individualized diagnosis and program evaluation. Out of 14 total - 
responses five institution administrative representatives 'ndicated that 
the institution should be the primary evaluation and diagnostic center 
for the mentally retarded. Within their framework. Act 54 resources 
and the "^itle VP resources of the Department^of Education were viewed, 
as supportive to the institution. Three other responses, however, in- 
dicated that Act 54 Boards should support this function and other local 
resources should be utilized prior -to drawing upon the back-up resources 
of the institution. Two responses were that intake takes place in 
doctors' offices and hospitals, and subsequent diagnosis and evaluation 
takes place and should remain controlled from that central point. 

Therq were two .responses emphasizing the innpo>^tance of prevention 
both for mental retardation and institutionalization, and one indicating 
institutions should not be viewed as doing whatever anyone else can't do. 

The variability of responses regarding where professional respon- 
sibility for assessment, at-the point of entry into the service delivery 
system, ought to oceur typifies the fack of consensus regarding roles 
throughout the delivery system. Philosophically most persons agreed 
that the institution should be but one alternative (usually a back-up 
res^rce) within the service delivery system. In practice, however, 
the role of the in/titution varies by the geographical area and its 
i^elated economics ps v'el 1 as by how well developed community programs 

^ \ 

35 

See Project Survey, Administrative Interview Guide, and Proqram 
Director/Supervisor, Interview Guide, Appendix A. (Multiple responses 
are possible.) 
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and services ara, and by other factors. The manner in which community 
alternatives affect institutional roles was exeniplified in^ the area of 
screening for secor^dary handicaps, i,e., it would appear that once a 
developmentally disabled person becomes a resident of an institution he 
becomes dependent upon that facility to provide almost all of the 
services that "normal" persons outside the institution find available 
through generic agencies. Health Screening Services, offered through 
County Health Departimnts and community hospital and school clinics, 
are but minimal ly available to institution residents. The Department: 
of Mental Health must provide facilities and medical and supportive 
. staff on s"^te, rather than providing consulting specialists io facilities 
and services already available in the commurvfty. 

^ This particular type of service and consequent staffing demand___^ 
(which was obvious in the disQussion of understaff ing for health screening 
purposes) is particularly acute when released residents cannot be ser- 
viced in copxnunities. Many of the institutions provide opportunities 
for annual physicals and dental services to mentally retarded persons 
living in corrinunity facilities when appropriate services cannot be 
obtained in the coimunity. Annual physicals for residents are usually 
scheduled around the time of their birthday, although rredication is 
reviewed on a 60-90 day schedule. Dental screening which also usually 
occurs annually may or may not be timed to coincide with the physical. 
There are 11 Dentists and eight dental aides employed by the Department 
of Mental Health for State Home and Training Schools. (Some of these 
employees nay be only part-time contractual employees.) The ratio of 
dentists to institutional residents is "about 1:720 which is slightly 
above the upper limit of the 1:500 to 1:709 range recommended for the 
develcpmentdlly disabled. However, in addition to serving the institution 
residents, these dentals frequently provide services to residents of 
community group homes, (See the Project position paper regarding dental 
services on pages 82 to 85 of this document.) Despite the fact that 
at least two institutions utilize dental < '"dents for screening and 



Department of ^ent^l Health, Report -135-^^7-6, op. c it. 
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routine dental care and another utilizes a dental hygienist, staff resources' 
are certainly not adequate to meet the need. Indeed, it is questionable 
whether a- single department could realistically expect to be funded co meet " 
the many health care service gaps noted. Project. reconinendat ions were 
designed to bring pulti -agency resources to bear upon these noted service 
gaps. (See page 130-) 

The annual review mechanism is also the formal vehicle. for needs 
assessment and individual habilitative program review which will now be 
addressed. 



Habilitative Programming Within The 
State Homes and Training Schools 

Individualized habilitative program plans with specific training 
and/or treatment objectives for all residents were not evident from case 
records or discussions with staff during the Project Survey. There was, 
however, visible evidence of exemplary programming. in selected units within 
institutions, or in one developmental area .for a number of units, at almost 
every institution visited. Examples of exemplary programs or creative , 
programming innovations of particular note during the Project Survey were: 



Alpine Center: 



Caro Retardation 
Cen ter: 



Centier for 

Human 
Development: 

Coldv/ater State 
Home and 
Training School : 

Hi! Icrest: 
Muskegon: 



Creative utilization of the physical therapist, 
and subsequent provision of individualized adaptive 
equipment. 

CASH program illustrating exemplary inter-agency 
cooperation. Training program for 140 Growth apd 
Development children, innovative environmental 
adaptations . 

It 

Community Readiness Program, 

Projects 32 and 16, v^hich are personalized programs 
preliminary to release to the community. 

Sensory av/areness emphasis and obstacle course in 
Growth and Development unit. 

Language stimulation program, active foster grand- 
parent utilization, active efforts to utilize 
accreditation standard's. 
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Northville: 



Ne\^\y started unit for mentally rfetarded persons 
with overlapping behavioral problems, highly 
praised was the Superintendent's active relation- 
ship with the .parent organization. 



Oakdale: 



A new well equipped active infirmary unit. 



Newberry: 



A greatly improved "school" program providing 
much stimulation for those who can, participate. 



Plymouth: 



Title I classroom ij> Growth and Development unit. 



Two additional innovations with broader system implications than 
a single institution were noted; , ' 

1. .The development of a standardized system for resident performance - 

ratings- (Michigan DMH/MR-Functional Behavior Profile^' curreOlEly 
being pre-tested for six months to one year at six institutions 
including Caro, Coldwater, Lapeer, Mt. Pleasant, Muskegon, and 
Northville-MR . This is a basic diagnostic, program planning 
and evaluation tool covering critical areas of behavioral 
functioning^-particularly. with the more profoundly retarded 
population. 

' , * - If further development and implementation of the DMH/N'R 

Functional Behavior Profile occurred it woirld also provide an 
instrument for evaluation of service delivery to individuals. 
It could additionally provide direction for overall progr^am 
evaluation and change. Currently data feedback to institutions 
from the central office -is not programmatic in nature. It is 
more useful for budgetary considerations than for directly 
evaluating program content and effectiveness. 

2. Movement toward a decentralized "unit management" system within 
the institutions. At the present time seven institutions^ have, 
in at least skeletal fashion, implemented the unit system of 
management. Within this system, units of th^ resident population ^ 
(usually approximately l50 persons) are serviced by a staff team. 
The staff team consists of the direct care staff assianed to the 
unit of population, representatives of pertinent professionals 

and a program supervisor/director who bears direct line respon- 
sibility for the functioning of the team in relation to individual 
and overall program goals. 

Team structure varies with the needs of the population, but basically 
includes the program supervisor, psychologist, social worker, nurse, and 
adjunctive therapies as well as soecial education teachers assigned where 



Further information regarding this Profile niay be obtained by 
contacting the Michigan Department of ^^ental Health. 
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needed. The physician Is either assigned on a definite schedule and/or 
available as needed. The skeletal implemeaiation at present means t^^at a 
number^of units only have the part-time participation of a number of pro- 
fessionals (many have on-going responsibility for services to several units). 
This type of participation 1 imit<^profes6ional contribution to developmental' 
programming which the system was-idesigned to facilitate. Within a complete . 
unit system, professional department heads no longer exist with line ^spon- 
sibility for the functioning of the similarly trained professional. They do 
function to provide professional quality contro^l by defining high standards 
of individual disciplinary functioning &nd evaluation of '^me. 

Theoretically unit management firmly places atcounf^bi lity for 
individualized habilitative plans with the unit supervisor/director.^ In 
reality, however, functioning varies greatly depending upon number and 
quality of staTf ^compl etina the team. In one situation where implementation 
has progressed the furthest the program supervisor/director meets regularly 
(three times a month) will all membiers of the team. At another facility the 
professionals are accountable to the program supervisor/director at the . . 
initial evaluation and annual review only. Where the unit concept is not in 
existence except as a basic '^nurse-attendant team, the daily . responsibi lity ^ 
for on-going assessment of individual needs lies with the charge nurse. The 
quality of programming depends to a large extent upon that person*s initia4:ive 
and knowledge to request appropriate supportive professional programming 
consultation. During the Project Survey there were repeated examples noted 
of competent and energetic nursing personnel failing to bring in programmati^c 
expertise of other disciplines. This failure arose simply because they were 
not trained to assess needs from the perspective of the supportive discipline 
and were at times operating on the basis of out -dated professional stereo- 
types. 

A major need identified directly from observations of unit n.anagement 
lies in the area of in-service training needs. A urit management system, 
particularly, points out the need for providing program supervisors/ 
directors with additional supervision and staff management skills. Depart- 
mental systems, on the other hand, point more directly to in-service needs 
'in the area of interdisciplinary information seekino. Additional in-service 
needs as itemized at two institutions for tn^ Project ^re ^resented in a 
subsequent section of this document. 
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Despite some rather clear-cut advancements in policies for pro- 
gran^ning, and' toward emphasis ondaily dev'elopmentaj training in the State. 
Homes and Training schools, there are also many areas where improvement 
needs to occur. ^ Some problem areas are: 

1. A developmental emphasi-s with specific objectives and on-going 
evaluation and change is occurring, but not throughout all 
programs or in all developmental areas. (One facility most 
nearly approximates this.) ' ^ 

2. The unit system^.overal l^.is operating skeletally. 

3. Team members in only two institutions spend thetr day in the 
units. One other institution has plans , for qioving professionals 
to the. units. For a variety of reasons the other institutiorts • 
have most of their professional programming in offices away 

, from the units where 'they are not in easy access to direct care 
staff. and residents. In one facility residents are removed from 
the unit for treatment. 

4. Training trips^out of the institution and to the surrounding 
cornmurfities occurs for only selected numbers of residents. 

5. Staff (usually social work s*taff) v/hich is rnost directly involved 
with Vommunity placemencHvS very lijnitedly involved in habilitative 
training prior'to resideat release. One result is inappropriate 
matching of pre-release training to skills required for partici- 
pation in the community 1 i ving'* faci 1 ity. Parents, particularly, ^ 
are frequently uninvdlved in - institution pre-release training 
which would'improve their skills^ (One cOr^bnity-based program 
atteipDtinq- to' bridge this gap Is tK^t at Alpine Center.) 

. 6. Adult Activity Programs do not differ proqrammatical ly for 21 
•year olds and 50 year olds in at*least six'of the institutions. 
Where it does differ it is based 'on amaun.t .of physical activity 
(rless for 50 y^ar ^^ds) rather than kinds o/ activiti^ offered. 

*7. Out-dated physical plants have been in many selected instances 
creatively redecorated and .altered to make a more normal living 
environment. Funds for this purpose, however, hpive been nrl- 
iT^arily limited' to renovations necessary to meet ^^edicaid 
standards^- -some of which may or may not be pertinent to the 
normalization and training needs of residents who are not 
medically ill.. In addition to more fundus, fire and' safety 
regulations necessary for'large institution settings are making 
small home-like adaptations v^ry expensive and thus less possible. 

8. The ^confidential Attendant. Survey indicated that , philosophical 
convictions and leadership'effortS of administrative and pro- 
. fes^ionaV staff were not necessarily congruent with attendant 
perceptions. Of '14 attendants sarrpled, all but one indicated 
optimism about resident potential to do better. Of tlie residents 
they served, seven attendants '(out of 13) even indicated that 
better than half the residents could improve. However, only one 



saw their activities beinq directly connected with moving the 
resident out of the institution. Activities of daily living 
were designated as the most important things they djd by eight 
of twelve respondents/ What they did could definitely affect ^ 
resident progress in these activities, 'but this movement was . ' 
priinarily to make a resident better care for himself witt^in v 
the insti tution--it was'not to achieve the resident's* potential 
and/or to increase^ movement -out of the faqi1i*ty.?° Itos a-lso- 
quest ioriable whether tKa recognized need llor more staff and/or 
more one'-to-one traininjg^s relat.ed to resMdert needs or direct 
care needs. 39 wHow^er, ttt is important to recognize that any 
\^improvement in staff ratios-while meeting direct care relief 
needs would *atso meet resident training needs, \ 

9. The relatively limited number of professional programming staff 
directly involved on the wards is reflected i^ ^he Survey. Of ^ 
15 responses, nine .indicated a greater respecrt for|on-the-uni t^ 
supervisors "and the ^nurse than- for any of the other professional 
staff such as dpttors, psychologists, teachers, social v/6rt(ers, 

.etc. 40 . ... 

The anecdotal comments indicated direct attendant concern ^ 
with visible, demonstrated ^knowledge'of care for and programming 
with resfderHs. Those'proffessionals seen only sporadically 
would hav6 less opportunity- to.^demonstrate such *compet4r)ce.^ 

10. Nearly all administr^iti ve staff . questioned- indicatec! a variety 

of difficulties with the State Civil Service System. Difficulties 
varied but incJyded lono'delaV^s in^getting r&gisters". Inability 
to get registers for s^kili areas' rather- than by type of degree, 
lack of flexibility fcfr true implementation of a "career ladders- 
concept, etc. ^ . 

11. Volunteers and other resources such as Foster Grandparents 
are, generally perceived as valuable programming assets by 
supervisory^ and administrative staff. In five facilities, 
community relations staff eTrient and coordinate such programs 
In four Ouher facilities there are volunteer- coordinators. - 
Task assignments are generally made by the program^ directors 
and/or ward supervisors. Sdme problems, however, had been 
experienced with regular attendance of coimunity volunteer groups, 
other than students who are held responsible for attendance 1n 
their classes. Interestingly, a number of supervisors perceived 
attendant staff as feeling volunteers and Foster Grandparents 
contributions did not equal the bother of training then.- In . 
the Attendant Survey, however, most attendants indicated a 



'See Attendant Survey, Appendix A, p. 133. 
Ibid., p*. 133, question 3.* . • 
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positive feeliag toward volunteeirs who assi^Jed *them ia their 
job responsibilities,"*'^ An in-service traint^g elFfort might 
be directed toward addressing the.appare/it incongruity between 
supervisory perceptions of attendants anci the way they 1n fact 
, ' feel , ^ • ^ ' 

12, Most administrators "felt parents should visit whenever they 

J wished. Within twp instiruiions there were even' report card- 
' like vehicles for communicatina with parents about their 

child's prograrr^ing. Overall, however^; parent participation \ 
in setting habilltative goals is not encouraged by any auto-' 
matic administrative procedure designed to achieve that end. 
The* attendants surveyed generally pref^/red no help from parents, 
help only in off-v/ard activities, or selective involvement on 
the waVds such as on birthdays," picnics, ^^tc. 

Outreach is made tq'pWents more often at the time of the ' . 
- annual conference wher^ release is liable to be a very real 
question. In four^f the\ll facilities surveyed parents are. 
definitely not involved ets procrarmiing partners, -They' are 
notified of the, conference and del iber^ately- Involved if, it is 
felt by staff that it' is appropriate. 

There are forrpal parent -^advisory boards and active p&rent 
associations which stress involvement beyond programming for 
individual residents. TtTis" input into policy development is 
mor/ dep,endent upon aggressive parent outreach than it is upon 
a formal institutional policy anti. procedure to involve them. 
Several ins-titution Superintendents^were highlj^ praised for their 

^- \, efforts in this area by the MARCA parents- contacted as part of 

, ' the Institution Survey procedure. ' t:'^ 

13. As, previously, indicated (see pp. 2^ through 28) appropriate 
orggramn^a^ic activity is grossly inadequate in. amount and kind 
for 72.2':- 6f the institutional residents who are 18 years of 
age or older. ^ All, areas of- staffing deficits and gaps, in 
indi vidi^l ized programming rioted in the previous narrative 
would affect th|s TO'jor portion 'of the tptal population. In^ • 

_jx community survey conducted by the Project there was 'a 
defined unmet rt^ed for 3,58^ adult activity and sheltered • 
^'^orkshop slots just for those'already in communities. (See 

-page 10.) This need aoes not includ^ facility costs to 
house these programs. ^ ^ . • ' 

14.. Guidelines for common-ity placement are not available for 

standardized staff utilization at each State Hom^and Training 
School, A good general model for sucbi a set of guic^eline'S is 
Denniston^s Rule 23^. (See Jtem F, Appendix C, d. 155) 
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15. Finally, a major service gap is that in delivery of educa^tional 
programs to the six out of seven children.^{ approximately '3400) 
who are c'urrently not receiving such service.' (See project 
.position paper addressing this major need on pages 63 to 71 ' 
of 'this document. ^} ' 



A DDITIONAL PROGRAM CONSIDERATIONS 
Univers ities ' ' ^ . ^ 

. , Out of ten institution administrators asked, during the Project 
Survey, one-half felt the major role of the universities in serving 
the mentally retarded was in doing research to develop new techno.logies 
of direct intervention. (See, Administrative Interview .Guide, Appendix 

p. 128) Doing research to develop neW technolooies of service management 
and delivery as well as mah'ng curriculum changes for training new' - 
entrants into the profess ions^ were regarded as major roles by four of 
the ten administrators; Only three administrators saw the university 
role as onfe. of providiqg extra staff,' evaluative feedback, clinical 
support services or engaging in prevention ^research . Two problems, noted 
related^to utilization of the university as a resource were; 

1. The need to be .formally affiliated with a university in 
order to get useful input. 

The need to be geographically in close proximity to enable 
frequent interchange through student placements, faculty 
invol vensient, etc. Mo administrators indicated universities, 
or other/ community agencies for that matter, as sources of 
change for the institution. Basically change was perceived 
as originatinq from institutional Staff -initiating with 
admi^nistrators rnost frequently 'and proceedina dov/nward thrcuoh 
- the bureaucratic st^^^jcture. Relatives and their families and/ 
^ or parent associations were noted least c^ten as change agents 
>, within the institution (twice out of 13 designations). (See 
Mdm-.nistrati v8 intprview ''•uide, ^noendix f , n. 122), 
Guard idfibliip and Advocacy 

Clarification of statutes and policies related to guardianship 
were noted by six adrrinistrators as areas of creat need. These adminis- 
trators were looking toward the ^bout to be proposed Mental Health Code 
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for clarification in this regard. The typa,>of guardianship perceived 
uf as important by administrators broadened that role beyond financial 
s jpervision^jnto the area of assuming responsibility for assisting vrth 
life and, health decisions and preventing of exploitation. This type of 
extension of guardianship really leads into the area of consumer organiz&d 
client advocacy. In all probability, however, most responding administrators 
w^fe not carry?. ... the concept as far as that of a facilitator for delivery 
^of serviced. One a^dministrator in pr ticilar saw "advocacy" as*what pro- 
fessional service providers ought to ng. / 

' ' * ' * 

In-Servic e Training Ne ^ed 5^ 

^ *In-service ti^afnii^g needs within the institution have been directly 

i d'^d/or indirectly rred to throughout the report n Project Findings. 

I major Supplement to these designated areas of needs the Oakdale Center 

Training Committee met with Program Dirertors to identify needed curriculum 
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content for attenda.-: in-service training. Primary suggestions were: 

* . Child growth and developr.ent (early chi 1 dhood^ education normal"") 
* \ and deviations from). 

2, Learning theories, 

3. Motor development and^ training (mcvement ec'ucation). 

^. Nature of retarcatjon (to include sections on^ the psychological 
and emotional fee/ino <ind reacti^ons upon parents, siblirigs and 
the cormunii:y large, of a pa-fent vA^ith a handitapped family* 
member). / ^ . . . 

5. Survey" of handicappino conditio'^s. ) -"^ 

6. FeedingT to'^'letino and dressing instructions or techniques. 

7. How to lift, transfer skills, i.e., physically handicapped 
(techn,ique of handling non-ambulatory child). 



4? 

As of the current date thp Proposed "Mental Health Code" has be?n 
1 resented to the 1974 Michigan Legislature by t'le Leoislative Council of the 
^*enta] Health Statutes Study Sub-Committee. 

^\etter dated 1/16/7^ rf eived froni Helen B. Linehan, R.M., 
C^aTpersori 'Training Co^i^ittee, takdale Center. 
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8. Motivating techniques. 

9. Behavior /nanagenent, appropriate contingencies - relationship 
» beti^'een a( aiver\ behavior and its consequence. 

10. Language or compiunication developrpent a . 

11. ' Therapeutic recreation (for,-qross and fine r^otor development). 

^12. Varied activities - arts and crafts, music (how to structure - 
' ' these to improve physical or mental functioning).. 

13. Management system - goal setting and ways to accomplish sarne, ^ 
i.e., meiJ^agement by objectives. ' ' , 

M. Human bio.lagy - practical, botiy systems and some practical " 
mforiratiop of*'what can go wrong. (Pressure sores - epileptic 
seizures , etc. ) ^ ' . ' 

15. Social sys,tem (group dynamics - peers use of group pressure, 
role playing for hand''capped persons) . - 

16. Obsef^vation - evaluation problem -solving focus'on behavior, 
individual and groups. ' ^ - 

17. Exposure to psychological testing - Adaptive Behavior Scale, 
Purdue, I'ais, Stanford, etc. 

18. First aid - emergency. 

19. Alternative to institution care - availability, types 

of community placements, e.g., foster homes, parents and • 
programming. Community Mental Health Services course coulrf fall 
under conununity o^^ganization. 

Suggestions for workshops included: 

1. A workshop on the Adaptive Behavior Scale and its use as a 
prog^^amnino tool . 

2. A workshop on methods of develou ng psychomotor skills in 
c'-'ljren with multiole handicaps. 

3. Management by objectives. 

4. Behavior shaping. 

5. En^ployee/err yer relationships. 

6. Feedina techninues for physically and profoundly retarded 
indi vidua Is , 

Mr. David ^osen^ Superintendent, 'Macomb-Oakland Residential Center 
i:ost cooperatively participated in identifyina additional in-service needs 

' Letter 2/11 ''7^- fror David Rosen, Superintendent- , '-'acorrb- 

Oakland Residential C6;nter, o. ]. 
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The training needs identified v\fere seen as particularly necessary for an 
institution serving residents of non-institution facilities. Included 
were: - . ■> 

1. "We have found. that in-serv\ce training aimed at u nderstanding 
the Ilntergfqency relationships' between Social ServTces, P'ublic ^ 
Health Departments, Mental Health clinics, school systems and 
other community-based agencies is critical to -the functioning 
of an out-reach organization such as ours. With the? welfare of 
an individual residing in the community resting on the ability 

• of several responsible agencies to work together on his 'or her, 
behalf, it is essential that professionals with-in tKos^e agencies 
hav$ a coilnplete familiarization with interagency policies ind 
procedures. While the same kind of interdisciplinary and inter- 
departmental understanding is required within tne institution, it 
takes on increased importance and con^lexity in the community. 

We have relied upon our own agency professionals to orientate new 
staff to jthe workings between agencies. We are also in the early 

• stages of developing a more complete interagency training pro- 
gram with tlie agencies- mentioned." . ' 

2. ''Asr'^/e have a strong consultant program with professionals repre^ 
senting several disciplines on the staff, we have found it help- 
ful to pr^esent specialized in-service programs for the entire 
agi^ncy. For example, aur occupational and speech therapists 

.^have presented a complete orientation program to the staff for 
''the purpose of ^acquainting menbers with procedures for their 
^differential therapy programs. The importance of having the 
enti/e service staff familiar with all programming methods 
utilized to maintain^ community placements is especially critical 

. to an organization dedicated to deinstitutionalization." 

Mr. Rosen also points out in his letter 'the great need for staff 
trained in how to maintain good public relations so as to reduce community 
resistance to'placementsr • 

Finally, the importance of staff trained to work with parents is 

implied since the b^u^xess of community placement and deinst i tuti^nal^izati on 

is, in the last ^nal^ois, in their hands. Mr. Rosen states: 

"The operation of parent groups to work actively for community 
residential placements is also very important. Presently we 
are in the prices^ of developing parent advisory boards that 
wi]l have specialized interests )n foster care, group hores, 
and nursino homes, as well as natural home ^placepients.' In 
this light, it is also a good idea to include parents and 
other advocates on admission comrittees and advisory boards." 
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CnVMiJ\'JTY PROGRAMS ANP SERVICLS 



As noted previously, large nurbers have noved frorr. the institutions 
to cornuniiies a sliort period of tire. This puts increased deranHs on 
ccrnun-'ty services, and rakes the service gaps ruch rore evident, Corrum'ty 
gaps in services were identified by the regional inter-agency survey, the 
adult activity center survey, and inter-discipl inary state conference, and 
consultations. 

Regional Inter-Agency Survey Recorrendations 
C oordination and Planning 

1. All i^nstitution corrmitments should gc through a sing'le. corrrunity 
resource such as corminity rental health. 

2. Institutional personnel in th^ area should be invo-lved in regional 
interagency corri trees. 

3. There should be a specialist in developrental disabilities in each 

one of the rajor agencies and at least one in their regional counter- ' 
parts. 

^. There should be a flov of corruni cation upward and downward within 

agencies on a rore systematic basis. j 

5. There should be a legislative mandate for 'corrunity mental health 
tc asi>urie prime responsibility for those over 25 years of age. 

6. There should be a single registry in each area of tf\e dev^lop- 
rentally dj'sabled with accountaoi 1 ity on^the part of a single 
agency to ^assure leadership in a tear effort for services. 

7. There should be a revised criterion for .institution a'dmissicn. 

8. There should be a standard form for rore accurat? information from 
the institution to the community for those released from the 
institution. 

9/ The regional zones for all o^ the major state departments should 
be coordinated including some consideration of Act 54 service 
areas and school district b'oundaries 

10. There should be a single human resource aoency. ■ 

11. Agencies should be held responsible for specific results which 
are clearly spelled out. 
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12. 



14. 



15. 
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There should be criteria developed for the utilization of generic 
and specialized services for the d^velopmentally disabled at the 
community level- 
There should be interagency case planning for the developfnentally 
disabled including the involvement of the parent and client. 

There should^be a reduction of the 25% ratch reauirepent for Act 
54. - 

There should be Act 54 involvement prior to admission to an insti- 
tution to explore conmunity alternatives. 

There 'should be a systematic format for release planning shortly 
after admissio.n to an institution with assignment of responsibilities 
in that regard. 



Central Re f erral Servic e 

1. There should be a regionally controlled central referral system 
with Life Consultation functions for the developmentally cri:>- 

abled. 

2. This central referral system should include the coordination of 
services for those returned from institutions. 

3. Tnis central referral system should include record keeping and 
data collection. 

4. The -life consultation central referral system should be the inter- 
mediate schools for those 0-25 years of age and another agency for 
those over 25. 



Diaanosis and Evaluation 



/ 



1. There is a need' for planned regular evaluation for institution 
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returnees every; six to tweTve months. 

There should be provision for early family contact and intervention 
v'ith referral to appropif^^te ser^^ces. 

More program evaluation is^needed on an on-going basis. 



Home Counsel i no 



1 . 



2. 



There ^ould be an agency "respc^nsible for cOmmunit'i supportive 
services to sustain and tra1n7fami 1 ies , especially in the areas 
of behavioral counseling and developmental .training. This ml^ght 
be the Com>munity ^Vntal ilealth Joency . 

There should be special assistance for families with a) those 
just returned from institutions: b) with pre-kindergarten children-- 
-a system for early intervention. (This might include a system of 
D.D.. families assistino other D.D. families.) 

There is aneed for parents and/or foster parents to, allow their 
child to be v^isibie to 'the comf^^unity. Efforts shou1d"i)e made to 
encouracie this,- s 
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Ad vocacy 

1. Pilot advocacy projects should be initiated especially to assist 
the retarded in the use of community resources. 

2. There should be a follow-up program for the retarded who are in 
independent living situations and who need special and leoal help. 

There should be an annual advocate's report for each released 
resident. 

Protective Serv i c e§_ 

1. There is a need fcr a specific plan for/pro -ective services and 
guardianship, with a spelling-out and clarification of the legal 
rights of the mentally retarded. )• 

/ 

Guardianshi p ^.^}' 

1. The need for legal guardianship 5ho(uld be clarified and roles for 
guardians should be established. J 

Institutional Rel e ase Preparation and Fol'loVj-Up 

1. There should be specific information from the institution to the 
coinmunity and a definite planned coimiunity program for released 
residents. 

2. There should be increased social work staff with community mental 
health responsibility assigned. Case load standards for super- 
vision should be developed. 

3. Pre-placement and readiness programs should be developed by the 
institution for residents about to be released. 

4. There should be more preparation of foster care staff. 

5. The local agency staff should be involved with the institution 
on pre-release planning, 

HejJth_Ca^re > 

1. There should be yedr]y physical exar^s and evaluation of treatment 
Drogrammino. 

2. There should be a specialized extended care facility for the 50 
to 100 epileptic persons statewide in Michigan who have frequent 
severe epileptic attacks. The center should be multi -discipl inary 
and provide for incarceration for a three to six months period 
with the goal of prevention of further institutionalization. 

3. A state department should be assioned the responsibility for 
eoi leptics . 
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4. There should be better pre-natal care and other preventive bio- 
lonical research to prevent developrental disabilities. 

5. There is a need to r:everse the trend of doctors who are refusing 
to take medicaid patients. 

'6/ .There is a need, for a home care nursinr care prooram and consul- 
tation for severely handicapped infants. 

D ental Services 

1. We need special dental services for the disabled. 

Vi sion and Hearing Services 
No recoimiendations . 

So cial Se rvices 

1, There should be expanded income fnaintenance for the disabled 
through SSI . 

2. SSI funds for special liv^-na arranqements should be supplerr,ented 
with mental health funds. 

Respi te Care 

]^ There should be respite care provisions with 30-60-90-day options 
for progra^rs for more evaluation and treatment of problems. 

2. Several mentioned the need for respite care and crisis intervention 
relief. 

3. There miqht be special funding to croun and/or foster home in the 
cofn»)unity to provide respite care. 

4. There should be trained respite care workers to care for the D.D. 
person in his own home for a few hours or days. 

Sp eech The rapy 

No recommendations. 

Other Special Services 

There is a need fnr back-un corrupitv services for mentally ill 
retarded indi vi duc*^l s to prevent institutionalization. 

2. 'ae need rnore expertise in the community treatina behavioral 
problems of the reterded, inciudino crisis intervention ser^vices. 

3. There is a need for more 

emotional needs for those v.-hr^ are in institutions. 

^. There should be more use of volunteers. 

5. Senior retarded citizen^, should aet the same benefits as other 
senior citizens . 

in 
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Recreation 

1. We need expansion of recreational programs for the rnultiply 
handicapped. 

2. We need training of recreational i sts to v^ork with the multiply 
handicapped. ) 

3. We need a better recreation system for people in independent 
living. 

Re ligi ous Nurture 

No recommendations . 

Education and Training 

1. We need a policy clarification: Under Public Law 198 can parents 
prevent their child from attending a school program. 

2. We nee.d a policy clarification: Can parents or guardians prevent 
an adult retarded person from attending a prescribed community 
program for the adult retarded. 

3. We need more day care training services. 

4. We need expanded pre-school programs. 

5. We need more v^ocational education programs to cover all levels of 
handicapping needs, 

6. We need parent training in care of the handicapped. 

Sheltered Workshops a nd Employment Oppor tunities 

1. We need an affirmative action program defined to include D.D, 

^rsons for purposes of developina employment opportunities. 

2. IJe need policy clarification: Can parents or guardians prevent 
an adult retarded person from entering into competitive employ- 
ment when deemed capable by licensed community agencies. 

3. We need more sheltered worksnops for retarded persons and more 
work activity centers. 

Home Finding 

1. We need more specialized social service staff to v/ork on the 
special needs of clients in home finding. Staff should also be- 
come more knowledgeable of specific disabilities. 

C 0 mm unity Re si . d errt j Al Services 

1. There should be Immediate responsibility for licensing and 
reaulations f-laced within a '^.inqle aoency. 

2. T'lere >huij1c: be mre devel oumenta 1 pronramming planned for adults 
Deyond mandatory education aqe. Community flental Health should be 
assigned primary responsibility for this as a provider or purchaser. 



3. Thet;e snould be setter residential care standards for adults. 
^. Proarar availability should be determined before placement, 

5. There should be increased fundinn to community mental health 
programs for day proq'^ams and also for transportation, 

6. There are not enoucih community residential alternatives available. 
(Recruitment and major public relations compaign through CMH and 
DSS should be funded appropriately for this,) 

7. There should be better in-service education of home opera'tors, 

8. \:e need a small 25-bGd skilled nursing unit with developn^ental 
emphas is, 

?. There should be pilot projects^demonstrating adeouate methods for 
dealing with anti-social behaviors. 

10, There should be a strong advocacy program to promote participation 
in mainstream of community life, 

11, Homes should be provided near community services for daily programs, 

12, Community residences should strive for the smallest possible unit 
with movement to ]irQer sr^aller on a planned basis, (Family 
home, foster-group home.) 

13, There should be community monitonno of residential placements 
(Note section 22 of Act 118) assioned to community mental health. 

14, There should be fester care homes for newborns, 

15, There should be model g^^oup homes for "at risk'' persons, 

16, There should be half-way houses. 

17, There should be model group homes with a mix of disabilities, i.e., 
wheelchair patients with ambulatory patients, etc. 

18, There should be aoartment units with house oarents supervising. 

Home Management Assistance for the Ad ul t D, D, 

1. We need joint responsibility by Oi'^H and DSS for home counseling. 

Publ i c Educ ation 

1. We need more PR and community education reoardinq the needs of 
the D\D, 

2. There should be more public relations funding with \'ork with zoning 
boa>"ds, 'ocal governments, etc. 

3. There should be more prevention information. 

^, There should ^e more empnabis on early diaono^-is and treatment 
wi th pub] i c education . 
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In-Ser vice Education for all Serv i ce Person nel 

1, Service personnel should have a knowledge of program and service 
availability, 

2, There should be in-service education for all personnel - perhaps 
operated through purchase of service arants. 

3, CoFTFiunity residential operators nped in-service education and 
developmental training information, 

4, There should be more education of medical doctors about retard- 
ation. (Perhaps advocacy groups can influence the medical training 
relationship to retardation.) 

5 There should be training in mental retardation for workers in 

generic as well as specialized community services. (MR specialists 
should be employed in generic agencies,) 

5, Professionals and para-professionals should have continuous syste- 
matic education. 

7, There should be a workshop for staff -parent-client on the psycho- 
sexual needs of the handicapped, 

8. A resource list of available community services in addition to 
institutional services should be distributed to physicians. 

Transportation 

1. There should be paid transportation - not volunteer programs - for 
adult programs. 

2. There should be transportation for after school leisure hours pro- 
grams and to community proorarrs. 

3. We need more transportation to work activity, sheltered workshops, 
day care and other community programs. 

Other 1^ 

1. Zonino laws need to be changed through legislative action to allow 
for group homes. 

2. State ^ire marshal reouirerpnts should be revised. 

3. Community mental health boards should be allowed to own real 
estate. 

^. Home operators should be given the same fringe benefits (unemploy- 
ment com[jensation , social security* etc.) available to other \ 
workers . 

< 

/"'riult ^ctivit/ Center ^urvev 
Thirty-seven of the surveys maiipd to the fi^ty Adult Activitv centers 
were returned, ^-ith th^is ^nfr^rrnf^'r. 
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[lumber of spaces 
Number of c1 ients 
Nurrher waitino . 



2202 
1908 
1533 



State Conference Recofrrnendations 



Additional recommendations were provided by the inter-disciplinary 
participants in the twenty sessions of a state workshop conference. Following 
are the workshop session recommendations from the Thi rd. C^^nference on Place- 
ment and Programming for the Mentally Retarded in t^^ichigan^ held March 11, 
1974 at the Lansing Cjvic Center. 

Institution Programs 

1. Uniform procedures should be developed which preclude the release 
of fndividuals from the institutions until these conditions are 
met: 

a. Suitable home placement (biological, foster or group homes) 
t). Appropriate program 
Adult-work setting 

Under 25 years', school program with special services 
c. Follow-up evaluation plan with monitoring agency. 

2. There is a need for a clear policy of placement planning wit-h 
coordinated responsibility and follow-up services. (Need more 
coordination between the institution and comniunity;) 

3. The release program should not result in reduction of institution 
staff since accreditation staffing standards have not been met, 

4. Theje is a need for a 50 bed residential facility for special 
services to those with severe epilepsy problems. 

Adminis tration and Coordination of Services 

1. The regional inter-aoency committee should be strengthened: 

a. Perhaps O.D. funds could be used for administrative staff to 
do needs assessment program planning and coordination, etc. 

b. More persons with decision-making authority should be on RICC's; 

c. Specific regional goals should be developed. 

2. A state agency should assume responsibility for services to 
epileptics. 

3. Regarding the super-aoency ^concept, there v/ere 'both positive and 
negative reactions with reco.^mendations that a) the alternatives 

be spelled out; b) that a p-lot proto-type be done at a county level; 
and c) who would control the purse strings? 

4. There is a need .for advocacy offices for life planning for the 
retarded. 

5. The various a^;ency re^;ions are in conflict and should be cooroinated. 
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6. Ar>^ agency -should assume primary responsibil \ty for services for 
the retarded. 

7. Mental health funding should follow the child to the community. 

8. A resource listinn of ' communi ty services is needed for families 
who keep their handicapped child at home, 

9. There should be a grandfather clause or ease-in clause for change- 
over from DMH to DSS licensed homes « 

10. There should be more supervision cf nroup homes. 

11. Are we usinq manpov-^er to the greatest advantage? For instance, we. 
'*hould reassess the certification process and address' those needs. 
Professionals 'from institutions need to be assessed in terms of what 
ser>4ces\they can provide in the community. 

12. Regional inter-agency organizations with common boundaries and paid 
staff>.sh^uld he considered as alternatives to the super-aqency or in 
conjunction with the super-agency, 

13. Placement responsibility and accountability for D.D, should be 
separate from the mentally ill at the state level. 

14. The Regional Inter-Agency Committees should produce or promote 
more public information on the retarded and the epileptic. 

15. Zoning currently being considered should be supported. There is a 
lack of zoning information at the local level. The current proposal 
may be to restrictive wUh six nonrelated residents and penhaps it 
should be for 10 or 12. There should be a state ruling that local 
communities cannot establish zoning regulations which discriminate 
against the retarded. 

16. Tnere should be additional state funds to support special education 
and Act 5^ services, and also "start-up" costs for programs, 

17. We need better transportation provisions. 

18. The fire marshal standaras for group hom.es should be reviewed. 

19. Tcrkmen's compensation ]a\is should be reviewed for better provisions 
for the retarded and epileptic. 

20. The present foster homes and nroup hcmrs should be evaluated. 

21. N!edicajd orovisions should be fully utilized with solutions made 
to situations where doctors refuse medicaid patients. 

22. There should be a trust fund program for financial security for 
the retarded. 

Corriuni ty Servi ces 

1. T^ere should be .pr^^vi tons for: 
a. Crisis interv^^'Ption 

c, Mone-o[)er'? tor t»^}ininn ^als(; fnr pr-^hlems of epilepsy) 
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2-^ M^re inforr. tion about the patients should be given to group home 
operators, 

3. There should be a plan for additional services for clients who live 
in their parents' hone. 

4. There should be a pl.an for a better educational program for those 
with epilepsy, ' ; ^ 

5. There should be follow-up evaluation procedures especially during 
the fir|t year of placement, * 

6. There should be special living arranoements for those with emotional 
problems and in need of respite' care, ^ 

7. There should be Detter sex education proat*'an^s for the adult retarded, 

C. SUMMARY' OF FINDINGS 

^any mterestinn activities are taking pl^^ce in the state. For 
instance: " 

The Department of Education is establishing diagnostic centers 
through Title Six funds to serve the severely multiply-handicapped. 

The Michigan Department of Mental Health and the ^^'ichigan Department , 
of Education are cooperatively planning for educational programs in 
state insti tutiiDns , 

Universities are becoming more involved with practical research 
efforts and in-service education proorarjis, Michigan State University 
recently received Federal approval to establish a v/crld-wide network 
of spc-c"^ai education services to share research findings, provide in- 
service education proqraj'':>, and conduct research,^ 

Private aqencies are expanding thei^^ activities. For instance, the 
Epilepsy Center of Michigan was just awarded a grant to provide a 
feasibility study for a comprehensi ve^ eni lepsy program in Wayne County. 
The Michinan Association for Retarded Children and Adults, in coopera- 
tion V ith t^e l''"ited Cerebral Palsy Association of f^'ichira^n, has been 
^ awarded d grant to develop a statewide advocacy proaram.. 

A fewjife consultation centers c*re being^developed, providiri;' a 
fixed point of referral f->nH infornvtion center the are^s they serve. 

The iiir^ny'^pfv'^rtment of Social Services has been oiven responsi- 
bility to he the sinole licensinf anency for residential facilities 
for the retarded. 

J 

Arvstate trainmr prnnram for orouD home operators is in the planning 
stages. 
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There is still much to do. Major issues include: 

* The need, for better plannino and coordination of services at a-11 
levels. 

The need for randeted accountability for services for those'over 
25 years gf age. 

The need for life consultation centers to be developed throuohout 
the scate. 

The need for improved programminn and better staffing ratios within 
state institutions for tht retarded. 

The need for better pre-release procrars for institution residents. 

The need for improved health care services for the developmental ly 
disabled. 

The need for expanded proarams (adult activity centers. and sheltered 
w(^kshoc(s) for adult devel opp^ental 1 v disabled Individuals. 

The-ii^'ed to clearly delineate the various fundinos for non-farily 
JentiaT placercMuS and sungest fundino revisions. 



r POSITIO'! P/^PFPS 

Several issups m providing quality services to the developnental ly 
Gisaoled reoui^ed expanded statements of positions in addition to the basic 
recorr^endations in this dc 

These issues incl uaea: 

CoJimunity Placement 

Educational Proorams for Residential Placements 

Nursina Hones 

Prevention 

Nutrition 

Dental Services 

The Comrrunity Placement Procirarr is examined in a separate study report 
fro'''-' the Office of Health and Medical Affairs in Michigan, The reconinendations 
m that study are supported in this plan, 

The additional position statements follow. Each has been carefully 
revlevpd by concerned individuals and agencies. 

f^. INSTITUTinN-EnUCATION 

Position paper on educational procrans for persons up to 25 years of 
dce residmn in State Institutions or Nursing Homes for the mentally retarded. 

"he_PosJ^on 

Since the fMchioan Pepartment of Education is mandated to provide 
diL-'TCDr late educational pronrams for all handicapped individuals up to the 
aoe of 25 years, this includes those rc^siding in state institutions for the 
''etarded and ^ursmo hocne^. 

■'ost institution residents could be served in the local community 
, . }i edi. .^mo'^ cla^se'^. When it is net possible to transport the residents 
r-— 'jnitv soecia'i education programs, (due to the resident's physical 
,,^^<,r:r^, tne interrpdiato school district is resoonsible for providino an 
.r-v*:e special education procran. 



!n addition to eniplovmr on-site teachinq personnel when needed, the 
intermediate scnooV district has the, same responsibility for Provision of 
diagnostic and supportiv^^ personnel as it does for other residents in the 
geographical area. Title VI regional diagnostic centers should be maximally 
•Jtilized in services to individuals in residential pleceaientr, 

it would seen feasible that some satellite diagnostic staff, employed 
either by the intermediate school d. strict or the institution might be housed 
at each institution. A written program plan, and all other required features 
Lf the mandatory special education act, should be available to al,l those 
working with the resident, plus the resident's parents or guardian. 

Older residents may be served in community work activity centers or 
sheltered workshops, with school personnel invplved, but administered by 
another agency. 

The legislature should provide additional funding to those interme- 
diate school districts whose areas include state institutions for the retarded 
for the purposes ind'*':ated in this sta terpen t. 

Th e Cu rren t Situatio n 

Educational Drograms, if provided, are within the institution setting, 
and administereH by the f'ichican Oeoartment of f^ental Health. The teachers, 
who are unr^er Civil Service, must meet the same approval standards as those 
m public school special education [urograms. Currently, there are apj)roxi - 
m ate ly ^ 00 m-house re:>iHentr of state institutions who are under 25 years 
of age. There are teachers emplo:, d in the ins w ituti ons , or a ratio of 
about one teacher per IQO students. Of 1^9.41 teachers, twenty-two are 
employed with Title I federal funds as noted m Table ^ on page 65. This 
ratio means that there are many scionl-aned residents of state institutions 
whh ere nri served at dll by aonroved special eojcaticn teachers or supportive 
staff. 

In -addition, the ]nstitutir>n educate f.d -^v-nnram 1^ currently usually 
.•rO'/ided r;r th^^^ i-'drd^, so t'lf* t rosi^ents ^^o »i<'t no to another facility on 
tne insiitutir.P orounHs. 

\? d.W '^jTDer .'d;;r';'i' itel/ ^^'--i, niJiLution residents are 
;re'-^entl/ ""-ent '-^x^ to dttend ri^ily s')ecu:] educat'on v'^'assos in thp local 
scn.'fM 'vstpf^. in (KlditVip, 1^;3 r^^sidpnts (.f >'^'akla'e Center m Lapeer attend the 

\ 



TITLE 



^Instruction S37,071 

ilevjberry ' 

Instruction 583,000 



•^'t. Pleasant 

Instruction 5128,000 

Plyrouth 

Instruction 5121 ,054 

Lapeer 

Instruction $171 ,618 
(Other Health) 

fluskegon 

Instruction-Salary 

1 542,177 

\ 
\ 

fiorthville^ 

Instruction-Salary 
539,000 

(I'ith erotionally disturbed) 
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Inst^'icticn inclur^es one or rore of salaries fo^ instruction, 
service education, textbooks^ suprlerentdr>^ material s, book^ supplies. 



Woodside Scho^ on the institution qrounds, which is adrinistered by Lapeer 
Publ ic Schoo^ ^ . 

Diagnosis and educational planniaq are important components of 
educational proqrans. Currently, there a^^e 23 psychol oni sts at state insti- 
tutions for the retarded, probably serving the total in-house population 
of approxirra'tely 8500 residents of all ages, yielding a ratio of one 
psychologist for each 371 residents. 

'The Arerican Association of .^^ental Deficiency in its docurent: 
"Standards for State ResidentiaT Institutions for the flentally Retarded" 
states: 

The number of staff psychologists required will depend upon 
the use of the discipline, the size and nature of the resident 
population and the average number of annual admissions. 

The fol loving separate services are indicated .wi th .recommended 
numbers of psychologists based upon the volume of services rendered 
or the number of residents served in the different levels of 
retardation. 

a. Pre~Admission Service 

One psychologist for each 200 annual, pre-admission referrals 
studied. 

b. Admission Service 

One psycholvjoist for each 200 annual admissions. 

c. Special Treatment Service including Psychotherapy 
One psycholooist for each caseload of 25 residents. 

d. Continued Care Units 

?.r9l91^J}A Severe Moderate '^'' Id and Borde r! i ne 
1:^00 1:300 1:?00 1:100 

e. ^fter Care 

^ne psychologist for each 200 complete evaluations required 

or ] psychologist for each 30 intensive therapy cases served. 

f . Research 

^lumber determined by the number of hours of psycholooical service 
in research which the institution establishes as its policy based 
upon a 40-hour week . 

g. Traininr^ of Hersonnel 

Number determinpd by the actual hours of teachinn and preparation 
expected from t^p psycholroi <^>t in the frr-^ininr [Tograr for 
personnel . 
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background Inforr^atign on 'Written Conrnents and Positions 

Sev€i^l key docurents clearly set the stage in philosophical support 
of the position in this paper: 

National Action to Co rbat Men ijl Retardation - (pace 103): "Specialized 
educational services n^ust be extended and improved to provide appropriate 
educational opportunities for all retarded children." 

(Page 137): "Every such institution including those that care for 
the seriously retarded, should be basically therapeutic in character and 
err^phasis, and closely linked to appropriate medical, educational, and welfare 
programs ">n the cormunity." 

Progress Re port - ^ Plan to Corbat ^'ental Retardation in ^^ichican - 
(page 73): "Responsibility for the Education of Mentally Han-^icapped Persons 
Residing in State Institutions must be clarified, 

. . , A high priority should be qiven to additional staff for educa- 
tional proqrar^s at State institutions for the mentally handicapped . , , The 
responsibility for educational pronrams in State institutions is clearly 
stated in the Constitution." 

Michigan Constitution - Art.cle VIII - Section 3 - Leadership and 
general supervision over all public education, includinn adult education 
and instructional prograns m stale institutions, excpot as to institutions 
of higher education grantina Gaccalau'^eate denrees, is v^^sted in a state 
D'^ard or education. It shall serve as the oeneral plannina and coordinating 
body for all f)uhiic education, including hioher education, and shall advise the 
legislature as to rr,e ^'"Tiarcial reouirements m cor^nection therewith. 

Sjidte _Pj an _|cr the ;ielj_verx 'J ^ ia Ij ducat ion Programs _and Services 
^'or^ 19^73:1971 - "'^'^'^ii "^^^ provide ? '^'capped child in ^'ichinan 

»-ith comprehensive edjcaticna'i prograr^s and seVvices api^ropriate to his needs." 

'/a^C ^'-c^tirr - '^Pi-iv^^' Ltateiort ( n =t^'p Fdur ition of •\_.p.r^.]]y _ Retarde_d 
C"ild^en' ' ' pcr;e ^; - "Top :iuM^c ^-^ducd ti ona 1 .-^qenc/ charged with overseeing 
ccf^runit/ educate n pr^'^^^M % shruild have t^ie respons i M 1 1 ty for t^^e education 
of rental! / retirded ^ersM-^^ v'^o ar^^ i^^ rp^^'dential carp settings. Teachers 
witnT tne^e taL^lit:e '"-nfuld t-e a ^fi^/d tn^^ir field of o!':petency 

I' 
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according to the sare criteria er.olo/ed in nu'lic schools. Serious consi- 
deration should De ^jiver to provi^mq t'leir education within ccrruni ty-cased 
bchoci facilities/ 

and "ARC'S "Action Guidelines - E vaiuatino and nitorinc Education 
Services for ^^ent ally Re tarded Persons" - (pace 11) - "Such placerrent (in 
ccprunity nrograns) is essential in order to inteorate the retarded student 
in the mamstrear of public school education, thereby facilitating 'ate^ 
adjustments to life in the corrunity." 

Jo int Corrission: Standards for Residential Facilities for t he 
'-'en tally Retarded - (oace ^1) - "In accordance with the norralizatlon prin- 
ciole, all orofessional services to the retarded should be rendered in the 
conrunity, whenever possible, rather than in a residential facility, and 
where revdereo in a residential facility, such services rust be at least 
co^oarable to those provided the'' noPrretarded in the corr^unity." 

A Af^D - Residential Standards - The A/^^^^D standards call for a teacher- 
pupil ratio of no nreater than 15 puoils assioned to one teache^. 

<?dcje 3^) " "Institutional proarars should be planned to articulate 
>ith corr^umty Droorar^s wherever possible, ' ith 96 percent o"" the r-e^tally 
retarded livmc in corrunities, with the rapid e/pansion of corrrunity ser- 
vices for the retprdet^ and with the cha^oin^^ concents of institutional- 
ccH'-unity inter-dependence , U is iroe^^ative th^t institutional proprars 
be articulated wUh conrunity prc^rars. 

.the Proposed Educ ati ona 1 Prof rr^ r s and Services . o u 1 d V o r k 
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COMPONENT 



AD^\^1ISTERriG 
AGENCY 



PERSnN'NEL 
INVOLVED 



FUNDING 



Teacher and 
Other Professional 
Support Personnel 



ISO 



Approved Sp. Ed, 
Personnel 



ISO Sources with 
additional appro- 
priation 



Instructional 
Program 



ISD 



ISD Staff and 
Institution Staff 
(2^-Hour Proqrar'- 
ming) 



Typical Sources 



Facil 1 ty 



ISD or 
Institution 



N/A 



Usual ISO or 

Institution 

Sources 



Transportation 



ISD or 
Institution 



Drivers and Aides ISD and Institutions 



Roles and Responsibilities of Involved Agencies 



State Department of Education 

Leadership in the development of educational programs for develop- 
mentally disabled individuals who are in residential placements. This will 
require at least one additional consultant. It is recommended that the 
inter-departmental institution - ejjijcation comritt^p hp rontinued. 

Intensive in-service education proorams to help develop a ouality 
system of education for institution residents should be provided. 

Appropriate budget requests to support t^e eduCf'^tion needs of 
institution residents should be developer^. 

S tAtL.,^ ^rtment cf Menta l Hea lth 

Supportive leadership in the development of educational programs 
^or mentally retarded individuv^ls in res^dentuil placements. 

Institution or Othpr Res i_den_t i_aj_ c i 1 i ly 

Cooperation i-'ith thp educatirn^^l ^vste^ which is administerino the 
orooram for institution resident^, 

Staf'f'^time arranoements f^r -nvruvfirent Iri the development of 2^^- 
hour proqra^nng, prescnptive [.r.-^gidr r^dr:,. be ^^equi'^ed to .accomplish 

the edijc^i t io*^ ^^nd develn[)--ent m^.^]. f(,f , ^ ^^en r?-»-^iHent or rroup of residents. 




pducatiora' a^'mir is tra tors . 
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Invoiverrent of the superintendent of the institution or the insti- 
tution director of progran^s m an advisory conmittee. 

Active involvement in the evaluation of education proorams. 

Intennediate Scho ol Di s trict in whic h the Institutio n is Located 

The intermediate school district superintendent as delegated to the 
director of special education or other surrogate vould be responsible for 
the provision of the educational proqram for institution residents. The 
prooram would be preferably in the local community - outside of the institu- 
tion grounds in order to enhance the normalization process. 

The superintendent and the director of speciril education are res- 
ponsible for arranqinq for the same quality of educational provisions for 
institution residents as reauired for those coming from family homes. 

In addition^ the director of special education would be responsible 

for: 

Billinq the local school district in w'^.ich the parents reside for 
educational costs for those residents whose home community is 
elsewhere, (^!ote Education Rule 32.) 

Working cooperatively with institution personnel in arranaino for 
transportation, in-service education proprams, the development of 
an advisory committee and all other phases of prooram pJanninq 
and eval uation . 

Arranging for regular communication with the parents of the indi- 
viduals served in cooperation with the institution. 

The L ocal School Oistnct jn i -hich thft Resident's Parents Reside 

Assumes cost responsibility for its residents who are placed in a 
residential facility within another intermediate school district. 

The Local School Di.^trict 

Includes the ^'nstitution residents in special education classes based 
upon the plan with the Interred ir"^te school di^tr^ct, and is involved with 
all Dhases of planninr^ for the quality development of proorams. 

Places the institution residents with other students fmm the 
corrrunity schools prooram m the snecv^ ed'j^,a^ion classes. 

iL-iJpcrts via ddenuate di'prcivr'^dtK fcr the specirH np'?ds in developino 
quality pronra^s to serve t^is nroup of citizens. 
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Parents 

Responsibility for involvement in planning, evaluating, etc., and 
being closely tied in with the educational program. 

S ummary of Position 

In surrfmary, we are submittinq the position that we mst implement 
the already existing provisions in this state, and provide as normal as 
possible an education program for residents of institutions and nursing 
homes for the nientally retarded. 

We are taking the position that the Michigan Department of Education 
is responsible for providing education to all handicapped individuals up 
to 25 years of age. Furthermore, such educational programs, v/herever possible, 
should be provided in local community special education classes, outside of 
the institution grounds. Thos^ few individuals of school age who could not 
be transported to local special education programs would have a special 
education program provided by the local or intermediate school district at 
the institotiop. 

Such a provision calls for raxip^al levels of cooperation and team- 
work on the part of all agencies and individuals concerned. 

B. NURSING HOMES 

Tnere are two types of nursinc heroes in Michigan in which the 
develoDmentally disabled individual may be placed. They are: 

1. A regular nursing home with other patients from the 
cieneral population, or 

?.. An approved mental retardation nursing home. 

The stand^^rds for the certification of mental retardation nursing 
homes were approved on April 2 , 1 973. Thus, this tyoe of nursing home is 
a developmo progr^in with sorrie specific Quality controls, including rules 
and regulations which define the expectdtions of the state fo^^^ such programs. 
In addition to the establ ishn^ent of such proarams, ihe Department of flental 
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Health has a policy defining its position regarding non-compliance witn 

the approved mental retardation nursing home regulation. 

"It is the Department's position that an Agreement \vill 
be cancelled with any nursing home who fails to meet 
rules, regulations, standards, provide required level 
of skilled care and demonstrates lack of compliance 
with the spirit and intent of the Mental Retardation 
Skilled Nursing Home Program at any phase of imple- 
mentation of the Agreement." 

As of March 5, 1974, the following six approved mental retardation 
nursing homes have been developed: 



Approved mental retardation nursinn homes must have a minimum capacity 
of 25 and a maximuri capacity of 150» Attached is the Michigan Department of 
^^ental Health criteria for tne selection of residents. An interesting 
arrangement with state institutions for the retarded has been developed as 
part of the licensing process. The State institution is responsible for 
supplying one fi;l 1 -time employee for each 25 mental retardation beds or major 
fraction thereof ^^ each mental retardation nursino home. They also are 
responsible for supplying one full time supervisor for each five full time 
state employees assigned to mental retardation nursing home programs. 

The one state employee for tv-'enty-f ive patients is responsbile for 
coordmcting and assisting in specialized developmental and habilitative 
training crcgrams for the nentally retarded residents.- The institution also 

\etter dated 9/13/73 from ?M"^s Evelyn Provitt of f^ental flealth to 
Mr. Har'ey Zuckerbero, of the Michiran Association fo^^ Retarded Children 
and Adults. 



Nursing Home 



Number of Residents 



Ogemaw Valley (Rose City) 

Monroe Care Center 

Michigan Skilled Care (Oshtemo) 

Town and Country (Midland) 

Genesee Skilled Care ^Flint) 

Detroit 



100 
103 
101 

28 
101 

<0 



Total 



^73 
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provides consultative service in nursing care, education, developn^ental and 
habilitative progrdf'^ and whatever other problef^s arise. They have provided 
in-service education programs for the total nursing honie personnel. 

Major Stren gths of f^er^al Retardation Nu rsing Monies 

1. They are closer to the cormunity than the institution, and provide 
a better opportunity of individual return to corrrrunity functioning 
than tne institution because of this closeness. 

2. Nursing homes are new and modern with sen^i -private roons with baths, 
and other special structural accoradat ions to neet p^edicaid standards. 

3. The staff provided by the state institutions for the retarded is a 
distinct program asset, with special background preparation patterns, 
such as Occupational "^herapy. 

4. The residents have a less hiohly structured routine at the nursing 
home than they did at the institution, 

5. Devices such as wheelchairs are brought with the patients from the 
institutions to the approved nursing homes. 

6. There is a written individual evaluation form for each resident. 
Major Weaknesses of flental Retardation Approved Nursing Homes 

1. Individualized programming is still 1n a state of development and 
not as comprehensive as it should be. 

2. There ib a Question about the appropriateness of placement of some 
of the patients inasmuch as they nay not all be in need of 2^ -hour 
nursing care. ' . 

3. The nursing homes lack program eouipment. 

^. There is little systematic tie-in 'with corrmunity resources, sucn 
as schools, community rental healtn service boards, county health 
departments, etc. 

5. There is limited physical therapy (staff or equipment) available 
m the nursing home? . 

6. "here is sometimes hinh staff turnover caused in part by the dis- 
parity between the lew nursing home waoes in contrast to the hinher 
wages paid to staff supplied by t'^e institutions. 

7. T^e total 2^-h^u^ nrncre^ conrdmjftnn between the various super- 
vi^.ors in each nursin<'^ home needs to he better defined. 

Project Pi'^i_tion 

jhp Project has taken an aff^rrative position supporting the develop- 
ment of an apnrnhriate nut^'b^:^r of .inorriver^ mental retd^d^^tion nursino homes in 
^''ichigan. !t is f^lt this i'- a ster' nearer to more normal comfitunity living. 
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Currently, 60" of state institution residents are physically handicapped c" 
infirm, and thus potential candidates for nursing homes. The following 
recommendations are included fo^^ improvement of the current mental retarda- 
tion nursinn home provisions: 

K The Michigan Department of Mental Health should employ a consultant 
responsible for a leadership role in the development of approved 
mental retardation nursing home programs. 

I. Approved mental retardation nursing homes should be pre-planned 
v/ith local community agencies and resources. The other agencies 
should have a specific liaison person assigned to the nursing 
home. The mental retardation nursing home program supervisor 
should actively assume the community liaison role from the nursing 
home. 

3. Careful attention should be given to assuring that each approved 
mental retardation nursing home meets the specified regulations 
for state certification and has appropriate residents placed 
within the facil ity. 

4. The preparation requirements of pronram staff (supplied by the 
institution) should be reviewed by a committee of program staff 
representatives and the consultant from the Michigan Department 
of Mental Health. 

5. A uniform plan for the evaluacion of staff and programs should 
be developed. 

6. All appropriate community service resources should be utilized 
by the nursing home including: 

a) educational proorams supplied by the schools within the 
community including access to regional diagnostic centers; 

b) adult activity centers and sheltered workshops; 

c) local health depaVtment services; 

d) community mental health boards services - includina 
evaluation assistance and life consultation services; 

e) recreational facilities and programs from the oeneral 
community which must be me^de accessible to the non- 
ambulatory; 

f) the use of volunteers from the community; 
q) churches; and 

h) the involvement of consumer organizations. 

7. A community advisory committee should De established for the nursing 
homes in each regioncil area i-n'th well defined representation, 
including consumer membership. 

8. A system of regular staff conmunicdtion with the resident's family 
to discuss progress and to actively involve them in the development 
of orooram goals should be established. 
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9. There snculd be a written individualized prografn for each resident 
over and above the nursing care plan. 

10. There should be a niovement plari to othef facilities when appropriate 
so that the nursing home is not viewed as a final placen^ent facility, 

11. There should be central coordination within the facility with 
authority for innlenentino a 2^-hour complete proaram for the ^ 
res ident. 

12. There should be adeauate habilitation equipment (including physical' 
therapy provisions) within'the nursing home or regularly available 
to the residents in the community. Toilet areras with small stools 
should be available for habilitation training of the young residents, 

13. A sub-committee, including the six current program supervisors in 
approved mental retardation nursing homes^ should develop a well 
defined role description for the program supervisors. 

14. The community liaison aspect of the program 

mental retardation nursing homes should immediately be more speci- 
fically defined. This definition development v^ou^d be a part of 
the* task assigned to a sub-committed (six cuf-rent program super- 
visors plus one representative from PMH) which would be appointed 
by^Mental Health to define clearly the total role qf, nursing home 
program supervisors. ^Consideration should be given to assianino 
the'task of community liaison on a full time basis to a qualified 

professional . * ^ * 

15. Individual medication prescriptions should be intensely reviewed, 
and a system for periodic review established. 

16. A representative (probably the pronram supervisor) of the approved 
mental retardation nursing home shoul actively participate in 

the meetings of the regional interagency coordinating committee in 
the area. 

17. Special attention should be given to assuring proper medical and 
health screeninn services for the residents, including physical 
therapy, vision health, hearing conservation and dental care..^ 

18. " Residents should not be wit4iheld from community programs and/or 

services because of lack of transportation. These arrangements 
should be developed as on integral part of individualized as well 
as overall prooram planning. 

*. 

Criteria For Selection of Residents for 
Men t a 1 Re tarda t ion S k i lied Nur sino Home s 
(f'lchinan Department of ^'ental Health) 

1 Pesiderts shall be mentally retarded \''ith measured intellectual 
functioninn of less than 50 I.O. 'Exceptions to I.O. level maj/_ 
be nranted by the Director of the Department of Mental Health only 
ijnon receipt of reouest v^t^ t^e rationale for exception from the 
Superintendent. ) 
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Resiaents shall be medically mfirmed, medically fragile and/or have 
incapaci tatinn physical hanciicaps and^disabi 1 ities which require 
that they receive on-qoing medical surveillance, medical care and 
services under the direction of a physician and 24-hour a day 
nursing care under the direction of licensed professional nursina 
personnel , 

a. Residents tan be of any age, infant through senior citizen. 

b. / Ambulatory residents must have the xondi tion of being medically 

infirmed^ vnth a medical and nursing care problem to be eligible 
(not just physically fragile and require protective environment). 

c. Non-ambulatory residents vifith severe contractures, or at ri^k 
of acqu'iring contraQtu>e^unless intensive physical thejjjpy 
treatments and of^^^going skillful nursirsg care is provided (i.e., 
spastic cases) are elibilbe candidates^ 

Residents whose Intel "! .xtual functioning is subnormal due to senility, 
cultural deprivation, (>r accidents which occurred after early child- 
hood are to be ex cluded /N^ 

The need for -a prote^ive livinq environment due to physical fraaility 
IS not a en tenon nursing home placement in and of itself. 
('Residents who are ^^f^^ically fragile and-srequire a protective, $ 
fuMy supportive environment may be cared for better or, as well, 
in a supervised sheltered livinq situation such as a fostery fami ly 
tare home. ) 

]lon -ambulatory residents (a) who do not have a specific medical or 
nursing carg^ problem, (b) who_ do not require care under the direction 
of 1 icensed'^pro^essional nurs iri^n personnel , (c) but, rattier, require, 
continuous basic pnysical care and (d) are dependent for life 
support services are to he exclu ded . 

(For example, residents with, severe physical 'handicaps whose (a) 
immobility status 'is stable and v^uld^ne essentially unchanged ;.by - 
professional Yiursino and/or intensive physical therapy treatments, 
(b) IS robii^ia wheelchair, hraces, crutches, floor wheel moving 
carts, etc., '^'c) requires careful 'supervision, and (d) good basic 
physical c-ire and life support services, rather than nursing care 
by licensed lursijin personnel . ) 

[blindness, deafness (or other sensory if^oai rrent) is not a criterion 
for nursirf^ hf^mo nl^cerpnt in ^^nd of itself. 

a resident'^s conaition i-; ^.uital-le for and it is determined he 
or she could be f^l'^ced 'ii^ r:n ar^.Tonriate family care home or qrorp 
hnr-e, the resident shrujld r^ot te identifi^^n for nursing home place- 
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•-r^ jener'trent Public Health shoulfi continue to provide 

^,...i£r^ri; ♦^rp .^^r^^a of orevention of developrental disabilities. Tfns 
'"■^j: de^v^'"^; ^jartnership witH other resources, such as private practitioners, 

^ ye'' 'I t ' e- 5 ard r t^er aoencies, 

sub-corn ttee of the Cadre should be appointed to concentrate on 
:e.e>:'ra a^d r^'cniioring state coals in the area of PrevenL'on, The sub- 
" -\ ^ttee "er^e^sHiL) should include private practitioners, versity researchers 
t^"d i j^'ic nf'^ltn specialists, plus a specialist in sociolooy. 

-'ttertion should be oiven to both oripiary and secondary prevention of 
r,-/e' w'^e'^ta' ^isa-^^i 1 1 ties . ^rirary prevention includes comprehensive progrdms 
^ -^ite^^a' ct'^d criid hea.ih care in addition to a consideration of environm- 
ental fartr-^^s. Secondary prevention includes a consideration of habilitative 

o^ars a'^n 'ervices to help developrentally disabled persons achieve their 
^^^-^o-" :.-^>tential . "anv of the specific reconnenda tions in this plan refer 
rec^-^dary prevention, 

E^^^orts should be rade to develop: 

a A :tate~wide early hearino testiro proqr^n (sinilar to the 

vision testing pronrar). 
I' Perinatal intensive care centers. 

c' expanded state-vide lead poisoninp detection project - 
similar t'^ ':hat currently in operation in Detroit, 
*'ore ouPl , "inforration about resources, such as the 
"^^enetics Institute at tno Uni;ersity of ^ichinan and the 
sirilar activities at Michican Scote University. 

e' ^n action pronran in infantile spasms in cooperation vith 
approD»^iate resources includinr^ the E»>;leDsy Center of 
j ''Ichinan. 

^'^^ intensive public "information prooram (oernaDs tr ^uah 
tne schor-i ar,d throucn parent oroanizations) on such 
^"ireas as "utrition, etc. 

^ T^^^^ '^'j^-cr^^'nttee should ma^e specific recommendations for a plan 

/ tPt^ i-^Hre, v^vhicn v^nu\d be responslbie for appropriately nrod'^ino 

' .-y ^-er tdtion e^f^'^'ts, 

Tr,r 7,9f (3rtror*t of P'jblic Healt^ s^'^uld cc-ntinue to stress ouhlic 




b ; PH factf r 

c) fMqh risk r^'^-^rs and ^infants 

d) Farily planninr 

e) **aternel r^nH Chi.u Care (pre aric^ post - natal) 

f) Better social conditions for the "at risK" population 
r) Research 



^. NEE^ FOP MiiTriTio:: services 

FOP THE rA^JDIfAPPED 

The assistance of Marie T, Weber, (Nutrition Consultant, Nutrition 
Section and Molly GraDer, ^■utrition Consultant, fraternal and Child Health, 
both fron the Michioan Department of Public Health is greatly appreciated. 
They have written the infori^ation on Nutrition .ervices vhich follows. 

Nutrition is a vital part of the comprehensive care and rehabilitation 
uf handicapped children, fiut ri tion is an important factor in prevention at 
the prj>a_rj/ and se condary level of such conditions. 

Nutrition as a prevent ion dt the primary level: There are many 
btudies that indicate that the nutritional status of the mother is associated 
with the Lnrth veiaht and lennth of a baby as well as the incidence of pre- 
maturity. Low birth veiohts and prematurity carry a higher incidence of 
infant mortal i ty and residual morbidity--mental retardation, cerebral palsy 
.nd epilepsy. The younner thp mnthp>\ t*^e more important role nutrition 
holds. Worl' done on anirrals shoves a correlation between maternal nutrition 
and the nun-her of brain cells m a nerbo^^v . Malnutrition of the ^^wbo^^n may 
result IP lessenea brain cell divisions up to ace one year anH even into tfie 
preschoi-^1 years' this will vary '.'Mth the«..deoree of deprivation. In addition 
to rausmr' ment'^'i retardation is the facT' that n^alnouri shed children are 
more likely to Dp ^lstles^, aoat^etic, limited in attention span, fatigued 
and restless. 

Nutntu^ne] Sj^atus of _^'dnd 'gapped C^^-i_ldren: There are few studies 
^f the nutritional status C)f hrnid ic^w [ e^ cnildron. lup-maries of various studie 
indicate tne fcllnwino: feedmn orrMom^ r^^lated to physically handicapping 
coni ^'lons, need fo^^ ^i^ecK^l oref^aratior rf foods, obesity, disturbed inter- 
personal roidtr-ns dffpctiO'^^ f"' d intake, he^'ht and weight beiow the normal 
standards, V)\ nerr^ilrrir . , fr.( h h.)t;t/,, ^nd delayed feed'no skills. 
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Nutritional Needs of a Handicapped Chi l d (Secondary Level) : Good 
nutrition is needed for growt^ and development in the sanie manner as a norral 
growing child requires it. For some handicapped children proper nutrition 
p*ay be one of the most important factors in survival and development into 
useful and productive members of society. 

Self-feeding skills are an important part of daily living activities. 
Mot only does this skill contribute to the rehabilitation process, but a 
child will normally eat better when he is capable of feeding himself. 

^peech patholooy of a handicapped child also rebates to nutrition, 
Both the nutritionist and the speech pathologist are concerned with the 
structure and function of the oral mechanism. In order to achieve adequate 
nutrition the child must develop appropriate feeding skills which include 
abilities of chewing, sucking, and swallowinq. The physical structures 
needed for eating are the same structures used for tre more basic functions 
of breathing, sucking, mastication and dealutition. 

The type of diet that a handicapped child needs may be related to the 
child's condition; i.e,, consistency of food, biochemical composition of the 
•.oods (in metabolic disorders), therapeutic diets, and the cultural food 
patterns of the family. 

The parent's education on sound nutritional principles is an important 
need for the handicapped child. Unknowing parents may contribute to the 
health problems by Uoino rich snack foods as rewards for a child who appears 
to have few other pleasures. Parents must be taught about the child's basic 
condition; dietary needs; selection of suitable foods; food budoetinq and 
purchasing; food preparation: feedin*-, technioues; the atmosphere of mealtime 
within a home; and participation of the handicapped child in family activities 
including meals. 

Prevention of obesity is iroortant for dll handicaoped children, but 
especially in children wh^re mobilization is a problem. It is also a well- 
known fact that childhor J obesity may be a forerunner of adult obesity, 
atherosclerosis;, diabetes anH ot^er deoenerative dise^^ses. Handicapr^ed 
children appear to nave a hinh incidence of obe^^ty. 
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f^cindica^ned children are prone to a huih incidence of cavities because 
of difficulty in brushinq and flossing of teeth as well as excessive intakes 
of concentrated sweets and carbohydrates. Education of parents and child is 
needed in this condition. 

In Concl usion : Evidence fror several studies indicates that nutri- 
tion may be one o^" the important factors in primary prevention (e.c, early 
malnutrition) of sore handicapping conditions in infancy and childhood. The 
evidence of good nutrition in secondary prevention and rehabilitation for 
rany handicapoed children is quite evident from the studies subir.itted and 
practical experience. It is therefore oi:r finr -conviction that nutrition 
services delivered by a qualified nutritionist are a necessary comporient of 
good quality prograrrinq --^nd service delivery for the handicapped. 

Suagested Guidelines for Nutrition Services 
for Supportive Ser^nces Personnel Under 
f'ichi.Gan Mandatory Special Education 
Public Act 198 

I . G oa]_ 

The .dl of a nutrition component in a Proqran for Special Education 
as a part of the supportive services in the public schools to 
assist school personnel in helping children to meet their nutritional 
needs for growth and health. 

^ ^ • Serv^ice^ of the Dieti tian or Nutritionist 

1. Screens all cnildren enrolled to identify those that need an eval- 
uation of nutritional status. Obtains a general knowledcie of food 
intakes and uhysical findinos of the target population. 

2. Evaluates the n'^tricional status of those children who were identified 
in the screening process by the foUowinn three methods: 

ylg-t^^'J^ ^-i^^'d: --2^^ r:f)ur recall technique is used to obtain informa- 
TforTon tlie\rurrent edtinrj harits: nutrition adequacy, freouency of 
food use, i'-eal and snac^ tires, etc. In addition, the following 
mforr.ation is obtained- neiqht and weight, difficulties in suckina, 
chewinq or sv^allowinn. use of special diet, feeding skills, food 
likes and dislikes, unu^uol food •ravip'-'', food allergies, vitarin 
supplementation or rather medicat ^-n, food buying hatits^ play 
activities and sleep and t^^let habits. If necessary, the nutri 
tional status qf the mother duruv] Drenr.ancy of the rlient-pat -nt 
and the feedino history of the cl lent-i ^ticnt hin^seU durinn in- 
fancy is invest mated. A throe dav food r^^cord may be reque^ ^6 
if further study of d^etar/ intake is necessary or if the relia- 
bilit / of the dat^^ c^^llecteo by the diet history tochmnue is 
, ques-tionable . ^Observation of d feedmo session may ci1so aid \n tr-e 
evaluation and [■lanmnq c^^unselinn vr ^Hiure^^. 
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C 1 i n_i ca 1 -^'et hod > - s peci a 1 attention vill be made to such general 
features'ds pallor, apathy, and irritability. Signs of nutritional 
deficiencies in the hair, eyes, tongue, skin, nails and skeletal 
system will be noted Consultation with the physician will be 
necessary when these signs are noticeable. Data on stature, 
weight and head circumference will be recorded. 

Bioc hgmical met hod- -routine seruri iron hemoglobin ^nd hematocrit 
determinations are" propsed for children belov^ six years old. 
Routine Vitamin B Complex determinations for children on drug 
t^ierapy because of learning problems are recommended. When dietary 
intake records show questionaole nutrient intakes, selected blood 
and serum nutrient determina (:ions will be recorrinended. For example, 
if food intake data or clinical examinations suggest the possibility 
of ascorbic acid or protein deficiency, nigh priority will be given 
to ie^ermination of concentrations of ascorbic acid and albumin in 
serar". 

3. Determines the nutrient requirements for children with handicapping 
conditions v^hich show increased requirements for certain nutrients. 
Published reports have shown that children on dilantin or pheno- 
barbital m^v show higher folic acid requirements. If biochemical 
determinations confirm the need for more folic acid, counseling 
on dietary modification or nutrient supplementation will follow. 

^. Prescribes and modifies diets to meet the nutrient needs of indi- 
vidual children, examples of health problems requiring modified 
diets are: overweight, obesity, hypoglycemia and seizures. 

5. Evaluates the feeding skills of the child taking into consideration 
the person's feeding capabilities in relation to current develop- 
miental level. t^rAes recommendations in consultation with occupa- 
tional and p^'vsicai therany, nu^^-sing, or other disciplines as 
appropriate. 

6. Counsels parents and stnool personnel ega^^ding the diet modifica- 
tions needed by individual cnildren. r]^o counsels on food 
selection, preparation and service. 

7. Participates in r(?habi 1 1 tation programs through assessment of 
individuals' abilities to perform homemaking skills, particularly 
in the, area of food planning, purchasing, preparation and 
service. Develops and implements tramina programs in food 
service . 

H. ^^akes approprialp rp^orrels t^" ol^^^r h^._ an^ social services 
ir the cor^runity. 

}. Consults v'lth oirect provider^ of frod service for the handicapped 
on : 

a, renij plannm^^, pur'-^asms, rreudration and service. 

p. developrent <"^^f nutrition r.ducat^nn prngra^^s vUhif .the total 
rhil'^ feedina pronrcn^ and in-;prvice trdU)}^\() oroo vith 
fond service^ p^i^sonnel. 
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1C\ ^drriei out Luhlic relations dCtivities with community groups lo 
interpret the role of nutrition in the prevention of handicapping 
cc^.ditions and the ra^agefnent of the handicapped. 

11- Provides consultation to special educators relative to the: 

a. integration of nutrition concepts'and skills in the curriculum 
for the educates and trainables. 

b. development of teaching rraterials such as pictcnal recipes 
for cooking classes or games rr^akinq use of food models. 

c. use of feed as reinforcers in behavior nodification pro'^^^ar^. 

12. Develops and directs a nutrition education program involving students, 
their parent: and selected agency personnel. For example, a pro- • 
gram for children vho are underweight, overweight or obese. 

13. Recommends appropriate nutrition publication or sources of printed 
or audio-visual materi-'^ls to school personnel and parents. 



F. DENIAL SERVICES FOR THE DEVELOPMEnTPLLY ISABLED 

Appr-^iation is expressed to Dr. Howard Mehaffey, fhief ,of the DentaP^ 
Division, 'Michigan Department of Public Health, for extensive assistance in 
this section. 

Dental services may be provided by the private dentist through a 
community redicd! facility, or through a specialized service. It is expected 
that a majority of the devel onm^ntal ly disabled v/ou1d be served through 
private dental offices. 

Factors which may create the need for referral to dental services 
othpr than those normally used by the general population include: 

a) Severe retardation v^'hicn creates Ufirespons i veness to commands 
in the dental chair; 

b) Severe physical problems, such as cerebral palsy, i/hich . 
prevent appropriate responses in the dental chair (or pre- 
vent the individual from commn to top dental chair); 

c) Extensive dental r^reds created by years of dental neolect, 
coppcunded by^ di sab il i ty problems, which makes Generic dental 
service impractical ; 

d) Lac^ of generic dental services ^rr l^rr-er residential 
^ac 1 1 ^ t > >^'> . 

This wo'jld include I'^rc'^ institutions, nursmn homes and comrumity 
groui hnrps. Sinre f^as^-iv^^ rur^hers hdvf- rece<^tly heen moved out of institu- 
tions and inr,o '^ovr\l0^t/ f^c^] )ti''Z , this creates both interim and long 
range probU' s (oftt^n in tr-rr'^^ of •.>he^'r niiFbers) in nrovidino generfe dentdl 
services. . . ^ . 



Current ^"^enul iQryj'ze Resources 
^\^^Jf:^l lonal Preparation i n Mich igan 

a. Two (2) Dental Scnools: University of f^ichinan and University 
of Detroit 

b. Nine (9) Hioher Education Facilities are preparing Dental 
Hygienists 

Se rvic es 

a . Generic Services 

b. Pedodontists (A current state j^^anpower study is indicatino 
a pprox innately 55 in the state, prir^arily in netropolitan 
areas, ) 

c. Special Hospital Clinics, such as Blodoet, Upjohn, Mott 
Clinic and V'yandotte Hospital 

d. Mental Health facilities including dental units-Portiac 
Medical Unit; State institutions (part-tire)-Recan 
patients in nursing and foster hemes 

e. U.P. - Two (2) Dental Vans for five (5) counties 

f. Dental School Clinics-(U. of M. has two TObile vans with 
three dental chairs in each) 

g. All Health Departments rust have a Dental Department director 
(j^ay be part-tir^e) and some have Dentil Clinics 

h. There are three (3) dentists in the Dental Division of the 
Michigan Deoartn^ent of-Public Health, plus five (5) regional 
Title^l9 dental consultants. 

Recorr.ended Level of Dental Se>^vices 

The recorrrended ratio of dentists for the general population is one 
to 15do'-1800 persons and not rore than 1:2500. The recofr^rended ratio for 
tne developr^'enta ily disabJed is one dentist to every 500-700 disabled indi- 
viduals who are in need nf special izeo ^^ental services. 

Dental services. should include: 

I. Prirary Prever.tion - ( P? ^^-pathorenes i ^; 
/). early and periodic: scr^eninn of ceeds 

b. utilization of fluoride'^ 

c. plague control rroqrar ^'coani .--e-sk ] 11 develonrent) 
active 

passive (witn rjssistance of another i-erson or use of qadget) 

d. dental healt^ educatr.n ( mfornational , training, rotivational ) 
1 . nrjrent ^ 

2. personnel ^ in^ti tut Kn^ , n'jrNinn ^ore) 

3. child 

e. exarinatT^n 
] . di^*ntal 

2. x-rav 

3. chartino 

f . treatrent r^jnnip^' ' ■ ^ ^ 

i 



84 



II. Secondary Prevention - (Post-Pa thogenesi s) 

a. Relief of pain and infection 

b. Restoration of primary and permanenL teeth 

c. Pulp therapy 

d. Treatment of oral infection 
e« Extractions 

in. Tertiary Prevention - (Rehabilitation) 

a. Prosthetic Appliances 

1. fixed 

2. removeable 

b. Orthodontic care 

c. Cosrretic surgery 

Plan of Actio n 

J. Regional Inter-Aqency Conmittees should assess available resources 
tor dental services and mke plans to utilize state-wide re<^curces 
including those for in-service education of professionals. They 
-.'^ould also rak.i plans for homp assistance in riethods of providing 
good dental cart and information about special tooth brushes and 
dental floss gadgets. 

2. Institutions, nursing homes and arcuo homes should mke soecific 
assignments to assure that patients are bfushing their teeth daily 
and if possible, using dental floss. One method to cover everyone 
within a 2^ hour period (to prevent permanent plaque build-up) 
v^'ould be to have 1/3 of the residents brush their teeth during e^ach 
shift. A six (6) months dental check-up of residents should occur. 
Additional dentists should be employed to provide an adequate level 
of dental care to residents. 

3. Residents of state institutions should be evaluated by dental con- 
sultants, and the Department of Mental Health should develop a 
plan of specific action to provide at least minimal preventive 
and restorative care for each resident. 

Dentists should be encouraged to utilize dental hygienists, 
especially in the treatment of the developmental ly disabled. 

5. Through the leadership of the Dental Division of the Michigan 
Department of Public Health, the feasibil;ty of a specialized two 
(2) year preparation program for Cental HygifMiisti"^. to wo^k with 
the developmental ly disabled should be explored. Other leadersnip 
functions to be orovided include: 

a. The in-se^^vice traininn of key area dent'sts to ^-'ork with the 
developmental! y disabled through the use of all possible re- 
sources, includino the five (5) area Title 19 dental consul- 
tants (to be Dlanned i*nth regior 1 inter-anency conmittees). 

h. The inter-disciplinary trairiino involvement of the Institute 
for the Study of Mental Retardation and Related Disabilities 
(ISr'P-^^D) at the U. of (>"ith the reoional use of the two 
(2) vans from t^eir school of Dentistry), 
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c. Involving the local health dePdrinents dental sections in 
assisting other community professionals in providing counsel ino 
to parents of the developro^ntally disabled regarding appropriate 
dental care. 

d. Explorinci possible funding sourcef. for additional in-service 
education needs. 

e. In cooperation ,n'th the state Cadre, a pamphlet with informa- 
tion about possible dental services for different types of ^ 
developmental ly disabled individuals should be developed and 
distributed to all dentists. 

Universities should assure students of pre-service preparation 
contacts with the devel opmental ly disabled. Dentists and dental 
hya^enists should have a specific planned contact with several types 
of developmental ly disabled patients in various types of settings, 
including institutions. 

In addition, in-service education regarding dental services for 
the developmental ly disabled is urgently needed, (The U, of 
vans could be utilized regionally for this practical contact)* 

In cooperation with tn-^^ state Cadre, the Dental Division of the 
Michigan Oeoartment of Public Health should annually review needs 
and oronress in this area. 
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STATE, REGIONAL, LOCAL INTERAGENCY PLANNING 
ANn SERVICE DELIVERY COnRDINATION 



The planning and service delivery model was developed as a coordinative 
vehicle designed to address rajor areas of service gaps identified by the 
Institution Survey and the Regional Interagency Comnittee Surveys. The State 
and regional organization moi^el remains basically in its current form, with 
'^ajor emphasis instead being placed jr-on refining structural compositions and 
definitions of duties in such a manner as to more greatly pinpoint esponsi- 
bi u t ies . 

The Develo pmental Disabilities Council 

The Council would retain its current comoosition, i.e., membership 
representing each of the principal state aaencies serving the developmental ly 
disabled. The Council function of setting goals, establishing policy and 
evaluating progress should be ree^vhasized. A greater structuring of the Cadre 
input to the Council could greatly facilitate these activities. It is recommended, 
therefore, that position papers related to the Developmen tally Disabled AJvisory 
Council goals be developed by the Cadre for regular review and action of the 
Council . 

The Int eragency Cadre 

It is recommended that the State Cadre remain organizationally located 
within the Depv^rtment of Public Health in conjunction vn'th its responsibility 
as the single state agency designated to receive developmental disabilities 
funds. A major project recommendation, however, would be that should the 
State Deparu^ent of Human Services become a reality, the Cadre coordinator 
position should be within that department, and should be functionally respon- 
sible to the Developmei^ta f' disabilities Policy Advisor. The Developmental 
Disabilities Policy Advisor v^'ould in turn De responsible to the Department 
Di rector. 

State Aaencies responsible for as^sionina Cadre participants should 
select persons whose traifiino and departmental rolos include i major er-'phasn 
on mental retardatijn and specifically related disabilities. A visible 
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Mid i cat ion uf individual departnent conimitp^ent to interagency functionino woul 
^'nclude the suoportive activities of: 

1. Reviewing current intradepartr^ental staff assiqnncnts for 
purposes of singling out those scattered interapency tasks 
which are currently being perforr^^ed; and 

2. Bringing together these currently uncoordinated tasks into 

a recognized, functional role with accompanying possibilities 
for cofTinn'tments of time by one staff person, i.e,. the Cadre 
participant. 

These individual departmental activities would more carefully ensure 
that Cadre participants, regardless of their organizational level* would be 
better able tc enunciate and apnly pjlicies of the agencies they represent. 
In addition, the Cadre, as ^ group, would be better able to deal with its 
general responsibilities of plannmn and coordination as wp"J1 as corrpleting 
the specific agenda items to be noted. 

The Cadre coordinator would be better able to direr^ tne Cadre tOw'arJ 
task completion. Several cooperative positions have been recommended as 
additions to current Cadre participation (by invitation). They include: 

1. tiie Office of Services .to the Aoinq which has a legally 
defined role in planning for services to the elderly under 
Titles III and VII of the Older /Americans Act: and 

2. the (Office of Management and Budget which already plays a 
vital role in actualizing programs and se'^vices to the 
develoomental ly disabled. Selectee input by this office 
(OfC) could provide important input to sensitizing that 
o^ffice to human service needs as well as providino the 
Cadre with information regarding interagency budgeting 

as it relates to feasible policy recommendations to the 
Council . 

-ecommended reneral Car^re resivuisibil ities include: 

1. Tne assinnnent of "pr^'mary planner" role to various departmental 
members. The orimary planoprs on the Caere would carry miajor 
responsibility for interagency planning, coordination and policy 
facilitation with the RICCs. Desionated primary planning respon- 
sibility corresponds, in the main, to the lit^e stage needs for 
'^'hich the various agencies are cui^rentiy providing pr >ary 
program delivery. This correspondence facilitates Cadre task 
activities ry efficiently utilizinq pxistmo areas of ex[^ertise. 

other Cadre particiiianis would nrovide input to the primary 
[Manners r^s r.eedf \ IndiMdual anency i nnmen ts include: 
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Z. 
3. 



7. 
8. 



10. 



a. Prevention 

b. Infants (0-3) 

c. Pre-school (3-6) 

d. Childhood School 
Years (6-12) 

e. AdoVescent Years 
(13-18) 

f . Young Adults (19-30) 



Department of Public Health 

Pepartn^ent of Public Health and 
Department of Education 

Department of. Education 

Department of Education 

Department of Education 



Adult Yea>^s 
(Approx. 31-64) 

Elderly (65^)^ 



Department of Education (including the 
Division of Vocational Rehabilitation) 
and Department of Mental Health - (After 
age ^25 or prior to age 25 if an educa- 
tional program has been completed.) 

Departm.ent of Mental Health and 
Department of Social Services 

Department of Social Services 
Office of Services to the Aging- 
(cooperative participation) 

fleeting regularly and sharing concerns. 

Reviewing all existing provisions for the Developmentally Disabled. 

Assisting Regional Interagency Planning and Coordination offices 
in the deveKnpment of their area service delivery plans. 

Utilizing the regional plans for development of and review of the 
state pi an. 

Defining reasons for caps in services withiVa particular system 
(such as an institution) and makina feasible recommenddtions to 
assist in closing these gaps. 

Planning needed nev or revised legislation. 

Communicating committee information to appropriate persons in their 
parent agencies. 

Completing quarterly reports for Developmental ly Disabilities Council 
reviev'^ 

Encouraoino action research. (A "grass-rock's" approach to empirical 
and not hiohly structured re^^earch is uroed, so that all persons 
workino vith the developmental ly disabled may be stimulated to try 
nev idea^. . ) 

Responsibility for a cuarterly newsletter, denoting nrooress toward ^ 
state Developmental Disability goals and sharino information: especially 
with the Developmental Disabilities Advisory C- uncil and the Regional 
Interaoency Offices. All possible resourcv.^ including universities 
shoulc be utilized in this effort. Included should be: 
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Interaqency Durfgeting 
. lanninn actior' research 

Health Services - Nutrition, Dental Care, / ' 

Epilepsy, etc. 

Evaluation Procedures 

Interagency case services 

12. Studyinn the unique problems involved in atter^pting to cerve multiply 
handicapped children in sparsely populated areas, i.e., loeations of 
service facilities, etc. 

13. Liaison v/ith appropriate consumer aaencies and advisory cormittees. 

The following specifi c agenda for immediate action on -th e part of the 
Cadre Coo rdinator plus the Cadre is presented as a resuj^t of interagency re- 
corrr.endations to the Project. These agenda items should be undertaken- and 
progress reports with policy recommendations developed for Advisory Council 
action. 

1. Request the whairmian of the Developmental Disabilities Advisory 
Council (Dr. Reizen) to appoint a sub-commi tte^ to r'ecommend a more 
systematic and productive miode of operation for the Advisory Council. 
Suggested sub-committee membership is Dr. Thomas Kirk, Chairman; 
plus two members of the Advisory Council and the Cadre, 

2. Specifically request a liaison person from the Office of .Management 
and Budget (throuoh Dr., John Dempsey) for communication at regular 
intervals by meetinc v-ith the Interagency Cadre. 

3. Assist in the development of comprehensive Proorams at State 
institutions includino the implementation of educational responsi- 
bilities for inst itutiori-education programs and other programs vith 
emphasis on community location of programs and increased utilisation' 
of existino community resources in general. 

^. Request each agency heod to make a statement of reaffirmation of 
support of the interioency efforts of the Cadre including this 
specific agenda . 

5. Take an active role the appropriate total development of nurj^inq 
homes, with specific "actions to implement the recommendations made 
in a section of this document on nursino homes. 

6. Review all of the exi^.ting agencv regulations so that each Cadre 
member will become conversant especially with licensing requi remen'Xs 
for the various programs^ 

7. Provide leadership in assisting the Department of Vocational Peha- 
bilitation to provide anpropridte services to the se^ere^y develop- 
mentally disabled as specified in the Project recomftiendations*! 

o. Actively participate in the evaluation of local programs. 
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9. Develop a recormended incerdepartr^ental policy regarding transpor- 
tation provisions tc all daily proorar^s for the developrrental ly dis- 
abled for subfnfssicn to and action by the Council. (Pecormend 
legislation whe^^e needed.) 

10. Work with the Office of Health and Medical Affairs regardina the 
iiT^plementation of this State Plan. 

tl. Work with the leaislatlve committee wh'ich is studyina aroup and 
Foster homes to revise fundino provisTons. 

12. Develop a position paper with a suggested pattern for tUe institu- 
tion dollar to follow the individual .released to the?~'community for 
his initial corr^unity program placement provision. 

13. Appoint sub-committees with state and local membership composition 
, to have an on-going study and action recoifanendation program in at 

least the following areas: ^ ' 

a. In-service education plans (special emphasis should be made to 
initially develop the in-servfce education specialized state 
facility within the Oakland Act 5^ Board Mental Retardation 
Services area. ) 

b. Primary Prevention Efforts 

c. Public Information (efforts should be made to involve the 
specialists in this area from each one of the agencies.) 

U. Assume the responsibility for up-dating the handbook developed this 
year by the MARCA Special Projects Office. 

15. Review community college and university preparation and in-service 
education programs (with appropriate resource help) which^are 
provided for developmental disabilities proorams and services in 
terms of needed revisions. Special attention should be given to 
the preparation programs for those in medicine. 

16. Assume an especially active role in developing guidelines for 
comprehensive services for the pre-school dev|^|^, ...c-ntal ly disabled. 

17. Agcressiveiy participate in the appropriate development of Life 
Consultation Center Offices through Community Mental Health Boards. 

18. !'ork especially intensely with the development of the interdisciplinary 
leadership role of regional interaaency coordinatino committees, as 
specified on page 92. 



The 19 RegionaJ^'interagency Committeer. should review the appropriateness 



of their boundaries in consultation with the State Cadre. Consideration should 



voluntary cooperation ^n rpgrird to other area^ of community services planning 
can more e^-^isily take place. Cdsed uDon sut stantiaied need, Developmental 




be qiven to chr-^nciirn tr the "^tat^ ^lannmn anr< Development Reoions'' so that 



Disabilities nrants should De " 



- ver, fo selected reunions to support a full- 



A. 

t^'^c: -rote >ir^r!<i' L'^'H (.^M,atwr ^tnd sr^iVt^t'j i^^- to re hou^^ed m r-ne ^.t t':e e/istin^^ 
fV3'^irnal an^ncit'^s. ^^[^t-c ^fic "I^ne funi,tinns hc^'^^een the Reoional CrN-^'d irta to^ 
tr-c t^^e ^latc ':a^!»^e Cc'^rdm it^^r ' ' rrT>r;e v-oula he established, r-ut ^hould 
>i^eci f "tea ! "iy VicluHe inter-discii-'l inary leadership via: 

* 

1. Tnter-Hiscip' 1 nary inforration disDensinc throiiah a nevsletter 
^'ubl ] cation . 

7, Development of a reoional nlan with a tire-line. (In cooperation 
with the State Cadre',) ^ JI^'JJJ Include: 

. Icient'' f I cat ton of service needs with input from local mt^^r- 
disciplinary offices and advocacy units to include in- 
service trainino anct research and orant needs. 
Recomnendations for in^proved planning, and coordination of 
services to reet these identified needs. Input would be rrade 
10 the State Cadre and Develoor^enta-l Disabilities Office for 
Quidance of state planning. 
... Reconr^endation'"^ related to a tipe-line and rrethodolcoy for 
evaluation of prcTess in regard to recomrrendations in the 
plan." 

d. Annual reviev' and recommendations for updatinn the Service 
Delivery Model whic*i pinpoints service delivery responsi- 
bilities of the various aoencies. 

3. Quarterly progress reports for submission to the State Cadre and 
the Peveloomen tal Cisabilities Coordinator. Review and recommen- 
dations would be p'ade at the State level vith specific assistance 
cMven when problems in achievinn ooals are evidenced. * 

Systematic comrun icatu^n i"ith '^^rvisory Committees and Consumer 
Or^ianizc'tions - 'w^t'^ thesG ^es directly involved in case 

a i ' e v c e '"^ e ' ^ ^ / 

^esL.f > M ; ' u / :i^'!v^^r. -.tM^vicos cit t^^e local level r^-.ts b-/ 
'-taiute thp variouf. 'tate a^-'enc i^-,. Current!'/, no aoency has been 

ass-'^ned acc'^ urU^: ^ li f , ""-r de v^'l pi^f-^^'^ t drd m(^nitonnr of cippropridte mdivi- 
Ou^'ved ^p>^v^:^~^ oi.ir., ^(^vj^^tr, I* rtM :u T('?,r^-^d tn'jt the State Dopartr'ent 
,_^f '*pr^r,j j 'f^,.'*r, r^^fv'^ - ^ 'i^die/tr^r,' I'r^i r^t/, inp O'^-.talO i shn'ent ('f Life 
^ r^v.jl tat^"^^ , ^^^r r ' ^<v.^:, . '-^'^ • 1 ; : . ' i i: ! pd t / t^^e t 5^ ^r.^rd. 

t'^^^t " f\'-^ r^-fer^^^'i . ^ ' " . ^ ' '?!hv :r rf-^^-jrc^ tf t v ' r 

1 ] ^ < ^" V ( r ' > f . ' j ' ' ^ • ^ ^' / ■ • ^ : ' ' ; ^ ^ ] 1 1 ^ p 'v , r e f j ' j r c h i L ^ i f ^ n f 
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=i!3PcV. For f^G ane r.irge the Life Consul tdticn agency v;ouid n*t be- me 
pnrary accountable pro.^rain provider agency, Tms responsibility rests '>.-th 
tne State Department of Education, and consequently, the intermediate and/cr 
local school district would be the responsible local provider and coordinator 
of service.' .As such, the school districts would also be the prime contact 
point •for the Life Consultation agency to obtain infori^ation regarding sewice 
delivery to a client in order to pursue its follow alonq responsibilities. 

Durina these years, however, the Life Consul tation. Off ice remains a 
accountable for follow-alonn services directed toward ensuring the mobilization 
of all appropt^iate resources by the various service sources. Followinr 
age 25 or prior to age 25 if 'an educational proaram has been completed it is 
recomn^ended that the Comunity Mental Health - Life Consultation Office continue 
as the one point of nrofe^-sional accountability for individuals. In addition, 
however, it is reconFended that for these years Cormunity Mental Health should 
assun'e responsibility for primary pronram accountability as well. This 
accountability should be pinoointed by statute. 

Consup-er Part1ci iia_tjon_ 

The involved consurer and private aaencies ( f or-'retardation , epilepsy 
and cerebral oalsy) should continue cooperative leadership roles in oror^oting 
prograp^s and services for the devel opnental ly disabled. 

The f^ichican Association .lor Retarded Children and Adults (in 
cooperation With United Cerebral Palsv Association of Michiga/O plans to 
establish a Citizen Advocacy Office which will develbo a plan to iirplenent 
local citizen advocacy qrouns. The- state cf.fi ce should continue to provide 
leadership in the development o^' c^irrijnitv offices, co-SDcnsorino infnrrat lona I 

regional "^eetinus, etc. 

t\icn nf the renionai- mter-aoency area? should olan to have an adv'ocacy 
cnnr-ittee. T'^e corr^ttees rr,uid i-iay a key service monitoring role as 
advo'.ateN. least the ■■.hairrrT \ -uld he a Temher of the regional inter- 
ar-encv coordination c"r>Titi-:-e. '>iQ coordinator of the state advocacy orograr 
should attend Cadre reptT^o. j^n -slso be d member of the Devni opmental "in- 
abilities .'d/isory Cojp'il. T',G ren'onal advctacv comntt*-^e would relate 
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\, tr a r^trer tj 1 '\^dA I Vi^Cm ^LLi^^^^ " 0[ d i n dt 1 v e C f f o r t j 

GdDS ir. service deiivory due to unsiiccess ful co^^rd^inati ve efforts 
.virnin dei'cTtrents vere frenuenlv' fdontified in the surveys conducted. Onlv 
to t^^e extent that Heve i oorental ^ i Sr?.r.i i it^es Soecialists can be involved in ard/or 
^n^crr-ed aocut estBbiistied standards of excellence, evaluation of service and 
planning, for the service delivery systeps of their ovn denartrents can their \ 
input i'nterdepartrental ly be effective. Dovel opniental Disabilities Speciahst| 
roles, currently existing withni state departments need to be revie^-'ed in terrs 
of feasible work loads and access to policy inforr<ation in the key responsi- 



Dility areas noted in the -Service Delivery f'ocel vvhich follows. 



I'hen :^ore than one -9eve1opnental Pisabiiities Specialist is advisina withi 
a departr.ent, steps should be taken to carefully coordinare individual activities 
with the Cadre neiiibers interdepartrpental responsibilities. Particular needs 
for additional state consuHants to provide in-service education and policy 
leadership have been identified as includino: 



A^encv 
Education 

*^ertal f'ealth 
vental ^'eait^ 

Social Service^ 

yocat'cr-al Reh^"^t! 

^e: art- e^ta 1 reoirre 1 



1 t^ tlO' 



Service 

Institution-Education r^nd 
Treatn^ent Proarai^s 

'^^R-' 'lursinq flon^es 

^^R Institution and Conrunity 
Services Procjranis 

Residential f'ome Services 
(Group"* i'ores) 

S'^rvice to the seve^^ely develon- 
renta 1 ly disabled . 



e*" ^ 0 ^ f ^ 



er 



specialist posit ^'ons should be e-i.t-'ib ] i s^ed i? 
iffices^m order t:- facilitate in-service educatK.n of 
t ' 'j'r\' ] re del ivpr 1 evel . 



L' cal Serv-'e reliverj' ^^''ode"' 
Lif^ 1 tage: Infant'/ (O- 



►'r ir ,*r y PI a^'Oi n^^vV'ePc y > s ) ' I r t^^rdeko-rtr^^^r, t'-". ! ; 

State jepart?"pnt ''^^^^'n^^lu ^•ealt'" 
'"'tate r^'^'Pa rtrer t of Fr'-u ^t\(^v 

^r^r^^\' ?r( rxdr Provider i ; e r c / : 

irter'ediate ^r Lcr^^l rf-fi.'! I'lsiri'* 



Intradenartrental ''u.^-^litv Ccntrr.l : 
' 

^11 state level doencie^ noted v-hich have 

leadershif. relationship to the noted local 

Anency Re sponslbl e 

1 . S tate Depar tnent of J^^ e_rJ;_a2__He_a TUi 
* Act 5^ Board; Li fe'^Consultati-n 
Office: 

Local service delivers 
Li.aison '/'ith orira'^y s^v^rr^''' 
provider aoe^cv 



Various Public and Private Providers 2, 

a . Stale Depa rtment of Educ ation 
Inte>'p^edie t e or Loc al School 
District ^ 

Delivery of supportive service? 

b . State Depar t'^'^nt of Social Ser- 
vice-County Defjartrrent of Social 
S er>^ic es : 

Local service delivery 
Liaison with prir^ai^y proararr 
provider acencv 

^ ^ ^ tate Jef>artrent of .Lie r< tj^J_ J ^e aU]^ 
Tby agreen^ent with private 
contractors) 

S t a t e_ 0 e 0 r? r t r r- n t ^/_P_;^b !_ic_ f'_e/i_l th 
( 1 1 censure onl y ) ' 

Pri vat e C^op^trjK.^tor"^ and State 

Inst itutjOH:. 

L''" Cf, 1 servi ce dp 1 1 v^r. 
L*aison with priracv yri'^^r\\'' 
: rovi der ac'ei^'cy 

d. St^ te_Dej.'arj:jT^_^ V^- ^•dlt'^' 
^tate_ Insjt itutinr^s : 

Catc^MT'ent <;ervic^ i v^-t . 

L-aisor v.it^ f^rir^ary rronrarr' 
providof a^jencv^ 



a forral or serf-forral 
service delivery c^oencv. 

Service C onnp one n 

Ljf^ Consultation 
a . 



Ten tra 1 " r eo i s t ry . I n f o rma t i or 
and referral noint, 
h. Counseling with Consumers and/o^u 
their representatives regardina: 

1, residential alternatives: 

2. agency service deliver^y re- 
sponsibilities as it might 
apply to^'their needs ana 
obtaining of appropriate 
individualized prograr.s 
and services. 

c. rollow-alonci - onnoinc rronitoring 
of quality of service being pro- 
vided according to individualized 
program. 

Alternative R esident ial Coriponent 
a. Parent/Relative Hone 



Foster Care/^roup f-iores 



Ir'^t! tution 
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- • ^^A^,tg_nepartfnent of Menta l 

Health- A ct 54 B oard: C onr un 1 1 v 
"ental Health Aaency: 

Local service delivery 
Liaison with primary program 
provider aoency 

St ate Department of Social Services 
Counj^^^^^^ of Social ^Service^ 



e . b tdte Department of f^ental Health 
Act 5^^- Board, Connumty Mental 
Heal th Aaency 

Local service delivery 
L1v=iison with primary i^roaram 
::rovider aoency 

f. Sane as "e" 



" • Prnate 'Age ncies r oviders : 

[laisnn with primary proaram 
rrovider acienxy 

• St a t e e part r^e n t of Soci al 
^^£y_L-J^j County Departmen t 
Social Services" 

^ ^.^1 ;ervic^ delivery 

r v: der aaency 

^. ^^.te_5e]^a r tjpe n of Pu b! ic H e a^i t h 
a . P ^JL^?J^_^Jiroy i_d_e r s : 

L'a'Sor -yith nrim^r/ pror^r^im 
prny-dor ao^^'n^v 



Short term half-way houses and/ 
or treatment residences geared 
for crisis intervention. Pri- 
mary example being for the 
emotional ly disturbed-mental ly 
retarded . 

Supporti ve Servi ces Cjimjmient 

a. Home Aids 

b. - Transportation 

c. Housina - 

d. Financial Assistance (categorical, 
special , medicaid , etc / 

e. Respite Care " 



Family counseling and/or special « 
ized back-un evaluation ar^d 
consultation and praorammina fo." 
in the' home. 

Special ized^and/or generic 
back-up resources. 



Protective Services 



Hea Ith -Med i ca I Ccnr^oiier^^ 

a. Pnysic^ian" - "on-qbTng health care 
and consultative input regarding 
maximization of educational plan 
by: 

1. Correction of physical defects 

2. Identifyina of need for and/ 
or referral for aoditional 
soeciai therapies such as 

* physical therapy or psycho- 
tic era py. 

3. ^ef^rra'l for corrective 
devices (glasses, hearing 
aids, orthopedic equipment). 



1 ' : 



97 



b. State Departnent of Publ ic Health 
County Public Health Oepartrents : 

i^ocal service delivery 
Liaison with primary pronram 
provider aaency 



c. Private Providers and/or State 
Department of P uMn'c Health 

County Pub ljjc Health Departments : 

Local, jervic^ delivery 
Liaison with primary prooram 
provide*"" agency 

d. Same as "c" 



^- Private^ Prov ider s and/ar consul' 
tacion services of university 
hospitals or institutes. 



^ • St ate Department o f Publ ic__H_ea_]_th 
Regional Cripp1_ed Children's 
Offices- 

Local servi ce del i very 
Liaison with prtr^cry oroarap 
provider agency 

State Department of Educat ion 
Intermediate or Local School 
District : 

Local service del ivery 
Liaison with primary pronram 
provider aoprry 



^. Referral for dental services. 
5. Referral for specialized 
medical consultation . 

Public Health nurses or special- 
ized nursing needs. 
1. Specialized counseling 

(direct or consultative) in 
regard to infant care and 
development, immunization, 
nutrition and diet, safety, 
clinic information for 
health maintenance, care 
of corrective appliances. 
Follow-up on referral'^ 
noted under "a". 
2* Direct service contoct for 
those who have on-ooing 
medical needs such as 
diabetes, epilepsy, etc. 

Generic or specialized dental 
and hygienist services. 



d. Specialized physical therapy 
and occupational therapy 
services . 

e. Soecial ized medical consulta- 
tion including psychiatric 
care, opthalmology, otology, 
etc. 

f- Crippled Childrens Services. 



5 • Education Component 

a . nn-qofna~eval uation/diannosis- 
back-up (Resources: Title VI 
regional centers and appro- 
priate back-un outside resources.) 
ij. Educational planninn and place- 
rent mpetinn. 



Various Prcviders 

a . State Department of >lerita.1 
He alth-Act 54 Board ; Life"^ 
Consul tation ''Office: 

Loca] service delivery 
Liaison v/ith primary proqrani 
provider agency 



Dm 

Consumer Group Agency (such as an 
Advocacy unit) 

b Private., providers and/ or 
Pub licly tTin^eTTenal Aid 

Bureaus 

Liaison with primary pronram 
provider agency 

c . State DepartiTient of Soci al 
Service s; County Department 
of S ocial Services : 

Local service aelivery 
Liaison with orimary proora^ 
provider agency 

^^^'l^jl^ Court^ 

Liaison i^'ith primary proorar" 
provider f"^aency 

State Department of N'en/Lal I 'eal r 
'ct 5^ Bna^rd; Community ^^'entai 
^'ed] th Ac^ency : 

Local service del i ve^v 
Liaisrr^ with [)ri'"^ary ^-r^r 
: rov ! d^r a^erc / 



Service Connon ent 

Pronramnatic accountability 
assipne.do'ncludina for 
secondary hrfndicaps.^ 
Appropriate home train ina and 
day proqrams^and supportive 
services pcpv^ded. Assessment 
of family unit's supportive 
service needs followed by 
referral if .ippropf^i^te. 
e. Reqular review and update of 
plan^and program. 

Legal -Protective Component 
a* Counseling reqarding qenehal 
legal rights 

K Specific state or local 

' entitlements. 
2. Referral for specific .legal 
consultation if appropriate. 



Specific leqal assistance 
of attorneys. 



Protective Services 



7 , ^'en tal n'eaUh Component 

<\ , Back-up resource in area of 
family counsel ina, ;r,dividual 
psycho-therapy, evaluation/ 
diaonosi-, pronramminn con- 
suitation^ crisis intervention, 
etc , 
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c , state Depar^^r'e nt of Me ntal Healr> 
State Institutions : 

Catchment area service delivery 
Liaison with .^rirrary prograni 
provider aoency 

8. Private Providers and/ or Pub! ic P. 
Agencies such a s City R ecreation 
Depar tn^ents . 

Liaison with pri^^ary pronrai^ 
provider aoency 



Private Providers 

Liaison with prir^ary program 
provider aoency 



> Service Corpcneni 

b. Respite Care al ternari ves- 
incli^dina relief component 
ann a short term treatnent 
component. 

c. Back-up- 1 pstitutional resource 
as occurrino in the event of 
crisis and for such needs as 
those which might be involved 
in the r^en tally ill -retarded 
person. Specialized diaonostic 
services. 

So cial -Recreationa l Com ponent 

a. Generic-recreational activities 
as age readiness is apparent. 

b. Specialized outside the hone 
activity centers such as throuoh 
the and Y'/CA, Easter .Seal s . 
etc, 

Pel igious Nurture 



Local Service Delivery Model 
Life ::>tage: Preschool (aaes 3-5) an^ Childhood 
^ ^ oes 6-12) and Adolescence (ao' es 13-18) 



Primary Planning Aoency ( Inte rdep artmental ) : 

State Department of Education 
Primary Proarar Pro^'der Aoency. 

Intermediate or Local School District 

Iniradepartmen ta I Quality Control: 

All state level aaencies noted which nave a formal or semii -formal 
leadership relationship to the noted local service delivery agency- 

A.gency Responsible ^^SJJ ^^S^T'^PP^T'^ 

] . State Departmen t of ''ental Health 1 . Life Consultation 



Act 54 Board; Life Consultation 
Office: 

Local service delivery 
provider aoency 



aT Cen tra 1 reoi s try . I n f orma ti on 

and referral point, 
b. Counsel inn y.n'th Consumers and/ 
r>r their representatives 
reoardinq : 

1. residential al tern^tives ; 



1 no 



'/iirAQjji^£Libllc_ ^^ Providers 
^ ' State Department o f Ed uca 1 1 o n 

Intermediate or Local SchooT^ 

District^: 

Delivery of supportive services 

^ ' State Depart m ent of Social S e r v jc e 
County Department of Soci al 
Services : 

Local service delivery 
Liaison with primary orooram 
orovider a'gency 

State Department of Ment al Healt h 
(by Tgreement with private 
contraciors) 

S tate Depar tment of Public Health 
ri ice7iTure~*only)^ 

Private Contracto rs ? Stat e 
Insti tut ions 

Local service delivery 
Liaison ^^'ith primary program 
provider agency 

^ ' State Pep a_r^t ment of N'ental _r^ea 1 1 h 

Catchment area service delivery 
Liaison with orirary proaram 
:^rovidor agency 

e. S_ta^tj?_Dj?pajfJ^^^ 1 
Act 54 Board; ComrLinUv ''ental 
^ea I th Agency : 

L^ca 1 serv i ce del i very 
Liaison with prim^^ry pro'':»^j^^ 
^■ro^'der aoency 



':^ervice Compojient 

2, aaency service delivery 
responsibilities as ^t 
might apply to their needs 
and obtaining of appropriate 
individualized programs and 
services. 

c. Follow-along - ongoina monitoring 
of quality of service being 
provided according to indivi- 
dualized program. 

AJ_teri iati ve Resident ial Component 
a . Parent/Relative .Home 



b. Foster Care/Group Homes 



c. I^'ursino Homes (N'R) 



Institution 



^hort term half-way houses 
and/or treatment residences 
oeared for crisis intervention. 
Primary example being for the 
omot ional ly di sturbed-mental 1 y 
retarded . 



pn e n c v; Res pen s i b 1 e , 

S tate Department of Social Services 
C Qunty Departmen t of Social Service s : 

Local service delivery 
Liaison with prin^^ry pronran^ 
provider agency 

^ ' Stat e Department of Mental Health 
A ct "54 Boar d; Community Mental 
Heal th Agency: 

Local service delivery 
Liaison with primary proqram 
provider agency 

^. Same as *'e" 



9 • Private A gencies- Providers^ : 

Lia'ison with primary firooram 
provider agency 

^ • Sta te Department of Social Serv ices 
Coun ty Depa r tmen t of S ee i a 1 
Services : 

Local service delivery 
Liaison with primary program 
provider agency 

S tate Departm ent of Publ ic Heal t^ ^ 
^ • Private providers: 
Liaison I'^ith orimary ornnr^^rr 
provider a^er-c/ 



Service Component 

S upportive Ser vices C of ;ron5'JIt 
a. Home Aids 

Transportation 
Housina 

Financial Assistance (categorical, 
special, medicaid, etc.) 
Respite Care 



b. 
c. 



e. 



Family counseling and/or 
specialized back-up evaluation 
and consultation and programming 
for in the home. 
Specialized and/or generic 
back-up resources. 



h. Protective Services 



Heal th- Medical 
a . Physician 



:^ompo nen t 



on-coing health care 
and consultative input regardino 
n^aximf^ation of educational plan 



1 



Correction of physical 
defects - 

IdentVfyinr of need for and/ 
or referral for additional 
special therapies such as 
physical therapy or psycho- 
therapy. 

Referral for corrective 
devices (glasses, hearing 
aids, orthopedic equipment.) 
Referral for dental services 
^?ferral for specialized 
medical consul ta tion . 
Peferral for fannly planning 



'te. 



^ ' S tate Department of Public Health 
County Public Health Departre nts : 

Local service delivery 
Liaison with or i nary program 
provider agency 



c. Pr ivate Providers and/or. S tate 
Department of Public HeaTth 

County Publi c Health Departments: 

Local service delivery 
Liaison with primary prnoram 
provider agency 

d. Same as "c" 

^- Private Providers and/or consul ■ 
tation services of university 
hospitals or institutes. 

^ ' State Department of Public Health 
Regional Cripple d C hildren' s 
Offices: 

Local service delivery 
Liaison with primary prooram 
provider agency 

State Depar tment of Educ ation 
Inter media te or Local School 
d1 strict: 

"Local service delivery 
Liaison //nn primary priiram 
ijrovider aoency 



Se rvice Componen t 

b. Public Health nurses or 
specialized nursing needs. 

1. Specialized counseling 
(direct or consultative) 
in regard to nutrition 
and diet, health habits, 
safety, clinic information 
for health maintenance, 
care of corrective appli- 
ances. Follow up on 
referrals noted under "a". 

2. Direct service contact for 
those who have on-going 
medical needs such as 
diabetes, epilepsy, etc. 

c. Generic or specialized dental 
and hyrnenist services. 



d. Special ized physical therapy 
and occupational therapy 
services. 

e. Specialized medical consultation 
including psychiatric care, 
cpthalmology, otology, etc. 

f. Crippled Childrens Services 



Educafei on Compcnen t 

a. On-going evaluation/diagno^ i - 

(back-up Resources: Titl-e .'I 

regional cente>^s and aporoivM i tf' 

outside resources . ) 
t . Educational planning and 

placement meeting, 
c, Pronrammatic arcountat i r t v 

assigned including for 

'^ez^''(^^<^^rY handicaps. 

Appropriate da/ proorar / 

services and personnel nrfiv^r^^H. 
p. Peaular revie'-/ and up^.^tp r-^ 

plan and pronrar^ . 



Service Corponent 



Ce:art-^er t of 'e ntal '^-'ealt^ 
^c : 5j^_^^c j_>^_d : L "5 te Cons If I ta t ^^on 

^' ^e^'. ^ce del ^ ver\. 
s ^ tn Dr^"?r^' , rear?'* 

' C y' d 8 6* n C V 



Legal "PrjDtectiv e Co^\ponen' 

a. Counsel ina recrrdv>^ oerer-^' 
1 eoal rionts 

1. Soecific state or ^cca' 
entitl events . 

2. Referral for sneci^'^c 
lecdl consultation" if 
aporopnate. 



^ ^^te pr oviders a n d ; c r ^ 'j^ r 1^, 
^ '.'^ jc-d Le ga 1 _ ^ d_ S u rea u s 

^'^■^ v-^t^ ::n>ary orccra'^' 
, 1 der ace'^icv 

- ta te. C e:)art^ent Scci a i Service s 
Court^y_ Tepa rtre^t of Social 
5er_;.j_ces: 

.'^e'^v ice ael ye^v 
. ^'S"*" ,'^tn pr^'^ary crorra^ 
' r' * c €* r e c y 

- ]\ z ? t e Courts 

-^'j^s^^ .-ith prir-arv :;}rc)cs^r 
j'^si'Vide^ acenc\' 

- ^j_te_Jlepartrent of" *'e ntal I'eal t h 

3^ Board : Co^rj'rvity "ental 
^6^c 1 tn Ace*^ c V ! 

^jca^ servi ce del i veo 
-^a^^^on wit" tr^rdVy ';)r^cvd.v 
r ' , ' oer 'jer c / 



Specific lecal assistance of 
attorneys . 



^"^rotec'ti ve Serv^i^es 



■'ental f^'ealth Cor;porent 

K Eack-uD resource irt area 

fap'ily counseling, individual 
psycho-therapy , evaluation' 
diaonosis, prograrrino con- 
sultation, crisis intervention, 
etc, 

:. Respite Caro alternatives - 
including relief co?^conent and 
a short ter-^^ treai^'ent con^ponent, 

rac^-up institutional resource 
a^ occurrinc in the event of 
cribis and for such needs as 
those v^-^ich rioht pe involved 
m tne rental' / 1 1 ; -^^etarded 
?^ori('n . ^pecia] ^zeci diaorostic 
' e*^vi ceb . 



1 i 1 

erIc 
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Agency Responsible , 

8. Private Provi ders and/or Pub" ic 8. 
Agencies such as City ' .creation 
D epartments , 

Liaison with primarj^ program 
provider agency 

9 . Private Providers 9 . 

Liaison with primary program 
provioer agency 



Service Component 

Social -Recreational Component 

a. Generic-recreational activities . 

b. Specialized outside the home 
activity ce ters such as through 
the YM and YWCA, Easter Seals, 
etc. 

Rel igious Nurture 



Local Service Delivery Model 
Life Stage: Youna.Adults (Approximately 19-30) 

Primary Planner Agency (s) ( Interdepartmenta l ) : 

State Department of Education (including the Division of Vocational 
Rehabilitation after age 25 or prior to age 25 if educational 
program has been completed) . 
State Department of Mental Health 

Primary Prograh xountable Agency: 

Act 54 ComfTiunity Mental Health Board (with clarification that this 
is delegated to the State Department of Education prior to age 25 
if the client is in an edifc^^tional program.) 

I ntradepartmental Qua! ity Control : 

All state level agencies noted which have a formal or semi -formal 
leadership relationship to the noted local service delivery agency. 



Agency Responsible 

1 . State Department of Mental Health 
Act 54 Board; Life Consultation 
Office: 

Local service delivery 
Liaison with primary program 
accountable agency 



Service Component 

1 . Life Consultation 

a. Central Registry. Information 
and referral point. 

b. Counseling with Consumers and/ 
or their representatives 
regarding: 

l/ residential alternatives; 

2. agency service 'c-el i very 
responsibilities as it 
might apply to their needs 
and obtaining of appro- 
priate individual ized 
programs and services. 

c. Follow-along - on-going moni- 
toring of quality of service 
being provided according to 
individualized program. 



^, Va^ioij^ ^urlic and Private P^^oviclsrs 

a b. Prior to age 25 - 1^ 
addUional placen^ent - 

State Departre nt of Educ ation 

I ntermed iate or local school 
di s tr.1 ct : 

Delivery of supportive services 

State Departrrent of Socia l Service- 
County Departrrent of Social 
Servi ces : 

Delivery of social supportive 
services 

Liaisof. with primary program 
accountable agency 

After age 25 - or upon comclet^o'^ of 
educational program. 

State Dep art ment 0^ Edi ic atio n 
"Div ision of Voca tio nal 
Rehab 1I i tat ion 
"Local PVR s e rvices 

Delivery of supportive ^ rvices 
LiaisoTf with prim^ary croorar 
accountaole agency 



State Department of Social Sen.^i_ces 
C 0 u n ty Deport ment of Socia 1 Ser/ices 

Deliverv of supportive services 
Liaison with primary pr^ocrar 
accountaP'e aoe'^cy 

Sta te J^ep'ir t^ en t__o_f ^j},ta_l^_He<:;^l_t_r 

Bo_a r a ; Comr-un i ty *''en id ^^ 
^•ealth Acei^cy 

S'^rvicev 

Liaison w^t*^' prirar', nr':^nrdr 
a c c 0 u n t" d '* i e d '19 r 



d, Primary program accountable 

agency responsible fo^ acquiring 
appropriate orooram after aoe 25 
or prior to age 25 if educational 
proaram has been comipleted. 

A_l t e r n a 1 1\ e Residential C 0 mpo n en " 
a . Independent 1 1 vina 
D. Parent/relative home 



1 t '- 



^■^,^-^_^,g s. p 0 n $ 1 b i e 

State Departfpent of Social 



Coun ty Departnient o^ Social 
Services ^ 



:.erv! ces 



d . St ate^jjgpjr tment of Mental He alth 
T^y agreement with private 
oroviders) 

S t a te Department of Public He al th 
TTicensure only) 

Private Contractors K State 
Institutions 



Servic e Component 

c. Foster care/group hore^. These 
hordes v/ould provide a continuun 
of residential alternati ves wh i ch 
couid be sequenced from very 
well protected living environ- 
ments to semi-dependeni and 
possibly independent (no 
resident supervision) living 
envi rcnments . 

d. Nursing Homes (MR) 



r tote Department o f Mental Health 
S:ate Institutions: 



institution 



S_ta_t^ D_e p_a^tment of Mental Health 
Art 54 Board; Community Mental 
^ ?al th Aoencv : 



State Department of Soc "^'al Servic_es 
i^i'T'IZ ent of Soc ial 
Servi ces : 



State pepa?-tme^t_o_r_ '-^enta^l Health 
Act 5^ Boarcj; "Co:^runi ty ^^ental 



^'ealth Agency 



L:^al service del i very 
Liaison with orirary pr 
vKC 0 un t a h 1 e a n en r \ 



f. Short term half-way houses , 
and/or treatment residences 
geared for crisis intervention, 
Primary example being for the 
emotionally dis turbed-mentally 
retarded, . 

Sup portive Services Component • 

a. Home aids 

b. Transportation 

c. Housing , 

d. Financial assistance 

I categorical , soecial , 
medicaid, etc.) 

e. respite Care 
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f. Scire as "e' 



^ ' L. ^iv^te agency providers : 

Liaison with prirary proqrarr 
accountable agency 

h . Sta te Department of Social Serv ices 
County Depa rtrrent of Social 
Services : 

Local service delivery 
Liaison with primary p? ogran 
accountable agency 

State Depart ment of Public Health 

a , Pri vate providers 

Liaison with prirary nrograr^ 
accountable agency 



^ ' State Department ^f Publ ic Health b , 
County Public Health Departnents : 

Local service del i ver^ 
Liaison with primary p^6^;:rar: 
accountable aoency 



l^iyl^ ^^ponent 

Family Counsel inn and/or 
specialized back-up evaluation 
or consultation for 7n-the- 
home orogramming. 

Specialized and/or generic 
back-up resources. 



Protective Services 



^ , Heal th-Medica I Component 

a. Physician - o.n -going health 
care and consultative input 
regarding maximization of 
service plan by: 

1. Correction of physical 
defects. 

2. Identifying of need for 
and/or refe/^ral for 
additional special theraoies 
such as physical therapy or 
psycho-therapy, 

3. Referral for corrective 
devices (glasses, hearing 
aids, orthopedic equip- 
ment, etc. 

^. Referral for dental services, 

5. Referral for specialized 
medical consultation. 

6. Referral for family 
olanninq services. 



Public Health nurses or special- 
ized pursing needs. 
1. Specialized counseling^ (direct 
0^ consultative) nutrition 
and diet, health habits, 
safety, clinic information for 
health maintenance, care of 
corrective appliances. Sex 
education and^'amily plarin"5na 
referral . 

Follow up on )'ef erra Is noted 
under *a*\ 
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5. 



0^ 



c . Private providers : 

Sta te Departp ^en t of Publi c Health 
^P,^Jt}L_Pu^JJc Health Dep artments f 

Local service de'^ivery 
Liaison with primary program 
accountable agency 

d. 



e. Private prov iders and/or consul- 
tation services of university 
hospitals or institutes. 

Liaison with primary orogram 
accountable aaency' 

^ • State Departm ent of Public Hea lt h 
Regional Crippled Ch i Idren ' s 
Offices : 

Local service delivery 
Liaison with primary prcoram 
accountable agency 

Sta te Depar tment of Education 
(prior to aqe 257^ 

Intermediate or Local School 
District: " ' ^, 

Local service deliver7 
Liaison with primary pmnra^^^ 
accountable aoer^v 



(After d'le 25 or cor-pl etic^'^ of 
nduca tional oroorar) 

State pepartmer't of Educa^t i cr^ 
j'i vi s ion of Voc a tiora 1 Re^^'^ ^ 1 - 
i t atio n Local D 7 R ^ _Se r y j c_e b : 

Loca I service del i 'jery 
Liaison with primary urr.orar 
accouriaole aaency 

State Department cf '^enta! ^'oalth 



^c_t__54 Qodr6 ; Cr^mf^un i 
Health Anenc/: 



Li ca i >er / iC'-:' de' \ ;t'^ , 
Liaison wit'^ o*''Pary r ri -r-r 



S erv ice Compon ent 

Generic or specialized dental 
hygientist services/ 



Specialized physical 'therapy 
and occupational therapy 
servicesT 

Specialized medical consulta- 
tion including psychiatric 
care, opthalmology • otology, 
neurological , etc. 



Crippled Children's Services 
( through age 21 ) 



Educ a ti on -W^o r k Tra i n 1 ng/ Act i v Ity 
Component 

a. On-aoing evaluations/diagnosis, 
(Back up resources; Title VI 
reaiona> centers, community 
mental health and vocational 
rehabil itation) 

L. Individualized program and 
placemient appropriateness 
determined . 

c. Appropriate day program and 
services provided (preferably 
outside of residence with 
socialization and/or recrea- 
tional ^ component incorporated), 
App,T;priate prooram and 
^^upportive personnel assigned, 

e. Regular reviev? and update of 
plan and prooram. 
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^jency^ Re5pQ_ns_jb_l_e 

c. Various Providers ( 

^ • Sta te Dep artm ent of ^ ^ 8ntal Hea l th 
Act 5 4 Board ; Life Consultation 
Office: 

Local service delivery 
Liaison with priniary program 
accountable agency ^ 

AND/O R 

Consumer Group Aaency (such as an 
Advocacy unit) 

b. Private providers and/or publlcaly 
funded Legal Ai'd Bureaus 

Lidison viith primary proora^ 
accountable agency ^ 

P rotj^te ^ourt 

Liaison vith pKiPiciry progran"! 
^ accountable agency 

c . " State Departme nt of Social Services 
'County Bepartment o ^ Social 
Services: » 

Local service delivery 
Liaison with primary proorarr , 
accountable agency 

7- State Depa rtment of Mf in tal Health ; 
• Act 54 Boa rd; Cofwunity '^■ental 
He^^l th Agency: 

Local service delivery 
Liaison with primary prooram 
accountable agency 



^A^^^ Dep^'^^trren t of ?^entaj _Heajtn 

Sta_te Instructions: 

Catchrent arxea service delivery 
Liaison with'primary progra''^ 
accountable anency 



Service Component 

Legal -Protectiv e Component 

a. Counseling reqa/dirig general 
legal rights . 

1, Specific state or local 
program entitlements. 

2. Referral for specific 
legal consultation if 
iippropriate. 



Specific leaal assistance 
of attorneys . 



c. Protective Services 



Mental Health Component 
5. Provision of JDay Programm^jng 
opportunities including day 
activi'ty centers with v/ork 
activity and social.=^ 
recreational components . 

b. Follow-along services as 
appropriate to day programs. 

c. Back-up resource in the area 

of family counseling individual 
Dsycho-therapy , evaluation'^ 
diagnosis, programming corsul- 
tation, crisis intervention, 
etc. 

•:L Respite Care Alternatives - 
includino relief component and 
a short term treatment component. 

e. Back-up institutional resource 
as occurring in the event of 
crisis and for such needs as 
those necessary for the 
mentally ill -^^etarded person. 
Specialized diaanostic services. 
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' .^rJj^i^lJ^p vjder s . 
iOTOP 

-,Sj:ile^^2ertm^^ f-^ enta] H ealth 
A ct 54 Bua ^d; Conriunity Mental 
Health Aqency 

.5^itAJ??PlJiy!I£[!t^ ial S ervices 

Ccujiny Department of; Social S'ervicis 

Local service delivery 
LiaisQn with prirnary prograrr 
accountable aaency^ 

Public Agenc i es such as City 

Liaison v/ith primary prooran^ 
accountable agency 

liaiion with primary proarain 
accountable aoency 



Service Component 

Social -Recreation al Component 

a. Outside the residence ABult 
Activity Centers with socio* 
recreational component < 

b. Generic or specialized 
recreation opportunities 
through the YM and YWCA, 
Easter Seal , etc. 

c. In-residence social - 
recreation programming. 



9 . Rel igious 'Jurture 



Local Service Delivery Model 
Life Stage: Adult Years (Approximatel y 31^4j 
'-'r'rary Planner Agency(s) < In t erdepartmentaj ) : . 

State Department of Mental Health a_nd 
State Department of Social Services" 

Vv^ary Progr.-jr Accountable Aqency: 

Act 54 Board: Conm-untty ^^ental Health Board - (Pesponsible 
for monitor inq and acquirinq aopropriate prooram delivery 
by the responsible anenries."^ 

rtxa_dejDartmenta] Quality- Control:* 

All State Level Aoencies noted which have a formal or somi- 
to^^ra] leadership relat^on-^^hip to t^e noted local service 
del i ver/ agency. 



state "ei^artpent (f '-'eptd' ^'^vi1tn 
Act 54 2o^rrl; Life ConsuUatipn 
pff ^ ce 

Loca' se>"yce deliver^ 
Liaison miU, pn-^ry i-y^nirdn 



-Jli Consultation 

a. Central reaistrv, In forma- 
tion and refer^ral point. 

^. Counseling with Consumers 
and/or their representatives 
reoarding individual needs. 
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Various Public and Private Provic^ers 

^ • State Depa rtrent of Scciai 
Services 



County Departrent of Socia' 
Serv ices: 

Delivery of social suDportive 
services . 

Liaison with prirr^ary oro^rd.^ 
acco'jn table aoency. 



State Dc part TOn t of Social 
Services 



County Department of So cial 
Servi ces : 

Local service delivery 
L'^aison v/ith primary proorar^ 
accountable aaency. 



' • :^ta_tg Department ( >f Mental_ H^r.lth 
Tby aareerrent with private 
providers) 

-l^J^ pepar tnen t _of Publ ic Hea l th 
f 1 icensure onlyj 

Private c ont ractors vind .J:^te 
Insti tutions : 

: al service del 1 very 
L^'t'^son v.ith orimapv proorar' 
accountai le acency. 

e, Stat.e Oepartment __of Mental f^t-oiith 
t J e_ III} iL- utions : 

Catrnrpnt r.r^^d service de'^Vver/ 
L'a-son witn orimary L)ro^:rar 
ar countah le a<;ency . 



'service Component 

c. Follow-along - onooinq moni- 
toring of quality of service 
being provided according to 
individualized program. 

d. Primary responsibility for 
acquiring appropriate program 
from leoally responsible 
agencies. 

Alternative Resi dential -Component 

a. Independent livino arrange- 
ment. 



b. Parent/Relr'-i ve Home 

c Foster Care/group homes. 
These homes would provide a^ 
continuu m of residential 
al ternatives which could be 
sequences from very well 
protected living environments 
to sti.ii -dependent and possibly 
independent (no resident 
supervision) 1 ivina 
environments. 

d. Nursing Homes (^'IR) 
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A gency Responsible 

State Department o f Mental Health 
Ac^ 4 Board , Community Mental 
Healtn Agency: 

Local service delivej*y 
Liaison with its program monitoring 
aaency 

9- _P,r_iv ate Providers and/or possible 
federally funded projects 

$_tate_Depa rtment of Social Services 
County Department of Social 
Se rvices : 

Delivery of social supportive services. 
Liaison with primary program 
accountable agency. 

Stat e Department of Social Servic e s 3 . 

County Department o f Social Service^ : 

Local service delivery 
L'^ison with primary progr^ 
accountable agency. 



e. S tate Department of Mental He al_tji 
^ct 54; Community Mental Health 
Agency: 

Local service delivery 
Liaison with its'proaram monitoring 
agency 

^- State Depar tment of Me ntal Health 
Act 54 Board; Community Mental 
Health Agency: 

Local service delivery 

a. Private agency provido'^s: 

L'ciison with primary pronram 
.i:countable aaency. 

• ilg,,^g£g./^Jd!!g_'^,L_.QLAQ^ ^ Ser vices 
County D^P^>"tme^t^_o f_ So c i a 1 
Services: 

Local service delivery 
Liaison with D^^imary p>*onra?' 
ac.countable agency. 



Short term half-way houses 
and/or treatment residences 
geared for crisis inter- 
vention. Primary example 
being for the emotionally 
disturbed-mental ly regarded. 

fiousing developments for 
senior citizens and/or those 
retired living on disability 
incomes. 



Supportive Services Compone nt 

a. Home aids 

b. Special Transportation 
Services 

c. Housina 

d. Financial assistance 
(categorical , special , 
medicaid, etc. ) 

e. Respite Care 



Family Counseling and/C^^ 
specialized back-up evaluation 
or consul tat'ion for in-the- 
home programming. 

Specialized and/or generic 
k-up resources , 



Protective Services 
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A o ency Pesp onsijle 

T • Office of Services to the 
Aging-Area Agencie s: 

Local service delivery 
Liaison with primary prograr 
accountable agency. 

S_t a te _De£artnent of Public Health 

^ • PHvate prov iders : 

Liaison with primary orograr: 
accountable aaency. 



^ • State Departnent of Pu b1 ic Heal th 
County Depart frient o f ^Pj-i bjjc Ji? a 

Local service delivery 
Liaison with primary program- 
accountable aaency. 



S ervice Component 

i. As approaching age 65 - 
Specialized senior citizen 
servtces under Titles III 
and VII of the Older 
Americans Act. 

4 . Health -f^edical Component 

a. Physician - on-going health 
care and consultative input 
regarding maximization o'l 
service plan by: 

1. Correction of physical 
defects 

2. Identifying of need for 
and/or referral for 
additional special tner- 
apies such as physical 
therapy or nsycho-therapy . 

3. Referral for corrective 
device"^ (glasses, hearing 
aides, orthopedic equip- 
ment , etc. ) 

^. Referral for dental services, 

5. Referral for special ized 
medical consul tation . 

6. Referral for family 
planning services . 

b. Public Health nurses or ^ 
specialized nursing needs. 
K Counseling specialized 

(direct or consultative) 
in regard to nutrition 
and diet, heal th habits , 
safety, clinic informatior 
for health maintenance, 
care of corrective 
appliances. Sex education 
and fa.Tily planriino re- 
ferral . Fol 1 ow up on 
refe^^rals noted under "a', 
2. Direct service contact for 
those who have on-aoina 
f^^edical needs such as 
diabetes, epilepsy, etc. 



Aqenc> Responj^Tbj_e 

^y^iva te Provid ers and /or Stajte 
Departrrient of Public Health 

' County_ H ealth Departments : 

Local service delivery 
Liaison with primary prograr^ 
accoun tab !e agency 

d. San^e 



"c" 



^' Private p rovid er and/or consulta- 
tion services of university 
hospita is or institutes: 

Liaison with oriniary program 
accountable agency 

• Sj:a^t e_J)epartment of Mental Healt h 
Act 5 ^ Boards Community ^'ental 
Heal th Agency: 

Local service delivery 
Liaison with its program monitorinq 
agency 

iP/OR 

State Department of Educ^^ t'on 
Division of _V ocat ional 
Rehab i1 i tat ion : 

Local Sheltered WorksnocA nr 
activity Drograms. 

Service delivery age^cv 
Liaison v.'it^i cr'ir'ary prcqrar 
accnunt^ble cmency 



;a n ous P''oviders 

Act 5^ Bcird; L'fe Consul tation 
Office'. 

Locdl service deiivery 
Liaison v/ith orr'v^r/ prr/'>^<if 

r p 



r iCYJ Componen t 

c. Genei^ic or specialized dental 
and hygienist services 



Specialized physical therapy 
and occupationsl the^^apy 
services . 

Specialized medical consulta- 
tion including psychiatric 
care, opthalmology, otology, 
neuroloaical , etc . 



^ • Employment-W ork Activity Compon ent 
d. On-going diagnosis/evaluation 
(BacKup resource of CMH and 
institutions and vocational 
rehabilitation as diagnostic 
centers.) 

b. Individualized program and 
placement appropriateness 
determined. 

c. Appropriate day program with 
graded sequence of work related 
or employment opportunities 
provided outside of residence 
if at all possible. Sociali- 
zation component to be 
incorporated. 

Appropriate supportive 
personnel assigned. 
Regular review and update of 
plan ,and program. 

6 ■ Legal -Prot ecti ve Component 

a. Counseling regarding General 
legal rights . 

i. Specific state or local 
program entitlements. 

?. Referral for specific 
leaal consul tation i f 
appropriate. 
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8. 



A gency Responsible 

b. Private Provider and/or puhl icly 
fu nded Legal Aid Bureaus . 

c . State Qepartipent of Social Services 
County Depart m ent of Social 
Services : 

Local service delivery 
Liaison with primary progrann 
accountable agency 

Probate Courts 



Liaison with primary program 
accountable agency 

State Department of Mental Health 
Act 54 Board ; Comi^unity Mental 
Health Agencies: 

Local service delivery 
Liaison with its proorar 
ponitorino aoency 



^ • State Dep artment of "ental He alth 

State Institution s : 

Catchment area delivery of service 
Liaison with prir^ary program 
accountable agency 

^ri vate Proyiders - ar(^/r^r ^ubj^ic 
aoencies such 'a^ C^^tv Pocreat^'on 



Departme'^ is . 
AND/OP 

AcV54 Soa rd' Cor^^^j-tr '"'f^r^z.] 



Service Componen t 

b. Specific legal assistance 
of attorneys . 

c. P^^otective Services 



7. Mental Health Component 

a. Provision of Day programming 
opportunities including day 
activity centers with work 
activity components and social- 
recreational component. 

b. Alternative and back-up 
resource to private providers 
in tne area of family coun- 
seling, individual psycho- 
therapy, evaluation/diagnosis, 
programninq consultation, 
crisis intervention, etc. 

c. Respite Care Alternatives - 
including rel ief component 
and a short term treatment 
component. 

d. Back-up institutional resource 
as occurring in the event of 
crisis and for such needs as 
those which might be involved 
in the mentally ill -retarded 
person. Special ized 
diaonostjc services. 

^ • ' r y aj -^^crea tional _SI}i^.SS^SPJl 
^^utside the residence adult 
activity centers with srci^~ 
recreational comnonen t. 
f . Generic or snecializea 
rpcreatiop opoortuni ti e^ 
throunh the YM and Yl'C^. 
E-i ^ter ^eal , etc . 

f , p r 7 • V ^ . 



1 
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A^n c^^ Re_s pop^sj e 



Service Component 



OR 



State Depay^ tment of S oci al Services 

C ounty D epartmen t of So cial 
Ser vi ces 

Liaison with primary program 
accountable agency. 

9. Pri vate Provi ders 9. Religious Nurture 

Liaison with primary program 
accountable agency. 

Local Service Delivery Model 
Life Stage: Elderly (Age 

Primary Planner Agency ( Interdepartmental ) ; 

Department of Social Services in cooperation with the 
Office of Services to the Aaina. 

Primary Program Accountable Agency: 

Act 54 Board; Community Mental Health Board - (Responsible 
for monitoring and acquiring appropriate program del\very 
by the statutorally responsible agencies. 

Intradepartm ental Qual ity Control : 

All State Level Agencies in a fo^Tial or semi -formal 

leaH^^rship relationship to the^noted local service 
del 1 very agency. 

Agency Responsible Service Component 

• • State Depar tjrient of Mental Health 1 . Life Consultation 

Act 54 Board; Life Consultation a. Central registry. Informa- 



Office: 



Local service delive^^y 
Liaison With primary program 
accountable agency 



b. 



tTon and refe^ .^al point. 
Counseling with Consumers 
and/or their representatives 



regarding: 

1.^ residential alternatives; 



2. agency service delivery 
responsibilities as it 
might apply to their 
needs and obtaining of 
appropriate Individualized 
programs and services. 



1 
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Pull 'C and Private Providers 1 

^ tate Department of Social Service s 

County Dep arU^ent of Social 
Services : 

Oe II very of social supportive services. 
Liaison with prifiiary program 
accountanle agency 

: Sarr-e as "a" 

c , S tate Department of Social Services 

County Department of Social 
Services : 

Local service delivery 
Liaison with primary program 
accountable agency. 



S tate Department of Mental Health 
[■cy egreement^viith private 

^ ^ ate Department of Public He alth 
rTice)isure only) 

Private contractors and State 
[nsU tjjti_oj;^_: 

j"i service delivery 
^a;<^cn with primary program 
accountable agency. 

^Jy Depart ment of Me ntal H ealtn 

Stdt e Inst i tutions : 

atc^^^iSPt area service delivery aqency 
'^.'■>Ofi with prin^ary , program 



c. f^ollow-along - on-goina 
monitoring of Quality of 
service being provided 
according to individualized 
program. 

d. Primary responsibility for 
acquiring aporopriate pro- 
gram from statutcrally 
responsible agencies. 

Alternative Residential Component 

a. Independent living arrangement. 



b. Relative Home ^ 

c. Foster Care/group homes. 
These homes would provide a^ 
continuum of residenti al 
alternatives v/hich coiJTd be 
sequenced from very well 
protected living environments 
to semi -dependent and possibly 
independent (no resident 
supervision) livino environ- 
ments. 

d. Nursing Flomes (MR) 



e , Insti tuti on 




A^nc>' ^ e N p 0 n s 1 b "k- 

f. - State DepartTCnt of flental Heal th 

Act 54 Board; CoPfruniiy ^^ental 
Health Acency: 

Local service delivery 
Liaison with its prograni n^omtoring 
agency 

g. Private P roviders and'-- ,_j^>nib1e 
federally funded - jjects 

S^ta^tg_^j3a_rtne n ^ of Social Services 

Cou n^ Departfren t of Soeia l 
Services : 

Delivery of social suppcrtivo Sf^l^vlces. 
L'^'aison with primary prograr^^ 
accountable agency. 

State Department Social Services 

C ounty Department of Social 
S ervicers : 

Local service delivery 
Liaison with primary program 

accountable agency 
e , State Department of Mental Health 

Act 54 Board ; Community -Mental 

Health Agency'. 

Local service deliverv 
Liaison with its pro^;,ram mopUorina 
agency 

^ • Stat e Dep artment of_l 'entai He a 1 th 
Act 5^ Board ; 'Community ^^ental 
Healtn Aoency 

uoca I service del i verv 

g. Private aoency prov-der'^: 

Liaison with primary oronrdr 
accountable dcercy 

County Dena rtmen t_ of _Sq_c i 
Services : 

Local service delivery 
L:^ison with D^ira'^y I'^^^nrri: 
dec ^^ta' le '^c^^.^i^c 



S ervice Component 

f. Short term half-way houses 
and/or treatment residences 
geared for crisis interven- 
tion. Primary example being 
for the emotionally disturbed- 
mental ly retarded. 

g. Housing developments for 
senior citizens and/or those 
retired living on disability 
incomes . 



Supportive Services Component 

a. Home aids 

b. Special Transportation Services 

c. Housing 

a. Financial assistance 

(categorical, special, 

medicare, etc.) 
e. Respite Care 



f. Family Counseling and/ or 

specialized back-up evaluation 
or consultation for m-the- 
home programming. 

0. Specialized and/or generic 
back-uD resources. 



Prc)tective Services 
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Agen cy Responsibl e 

' • Office of Services to t^e Aoirc 
Area" Agencies : 

Local service del 1 very 
Liaison wil': pri'^ary ^rovri^:'^ 
accountable aoevcy 

State Geoartne n t of ?';p1ic Health 

^ • ^i^iva te provide rs: 

Liaiscn \'ith pri-^arv orc^rer 
accountable aaency 



r . Sta re lepartrept of Public ^ealt^ 

Coun tj^Jle partrert of Publ ic 
Health 

Local service delivery 
Liaison with prirary orcc^ra"" 
accountable acer<^/ 



Service Co^Dor^e^^t 

^. Specialized senior citizen 
services under T' r 1 es III 
and 0"^ 'T^iCer -^^er^ca'"' 



^e al tn-f*edi ca 1 Component 

\, Physician - on -coma nea It^^ 
care and consultative mrut 
reoardinn raxirization of 
service plan t^y : 

1. CorrecLion of physical 
defects 

2. Identifyinc of need for 
and/or referral for 
additional special 
the^-apies such as physical 
therapy or psycho-therapy. 
Referral for corrective 
devices (classes, >^ear"''nc 
aids, orthopedic epuip- 
-^ent, etc. ) 

Referral for dental ser/ices. 
Peferv^al for specialized 
r^edical consultation. 
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Publ i c Heal tr nurses o>^ 
specialized nursina needs. 

1. Specialized counsel inc 
(direct or consultative) 
in recard to nutrition 
and diet, heaUh ram- 
tenance, sa;ety , uti 1 i - 
zat^on of individual 
r^edi cal orescrTptions . 
Fol 1 ov;-uD on referra ' s 
noted under "a" . 

2. Direct service contact 
^"'T^r those who nave on- 
ooinq f'^ediCcl needs sue 
as diabetes, epile: sy , 
etc. Snecial 'Zed 
^ursv^c care for t^^cse 
with anno-rclated 

'^^ndi zd ! needs . 
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Agency Res porsibl e 



Servi ce Componen t 

c. Generic or specialized 
dental and hygienist 
services 



c. Private Provider s and/or State 
Department of Public Health 

County Health Departments : 

Local service delivery 
Liaison wUh primary program 
accountable agency 

d. Same as "c" 

^- Private provide r and/or consulta- 
tion services of university 
hospitals or institutes: 

Liaison with primary program 
accountable agency 

State D e partment of flental Health 
Act 54 Boa>^d ; Community Mental 
Heal th Agency: 

Local service del ivery 
Liaison with its program 
rfOnitoring agency 

/OP 

St ate Depar tment of Education 
Di vision of Vocational 
R ehaoil i ta tion 

Local ::yR services: 

Local Sf.rvice del ive>^y 
Liaison with prifncry proorar 
accounta'^ie agency 

Vf*riou:> Providers 

^ • State Pepart ment o f ''ental hea ith 
Act 54 Board; Life Consultation 
Office": 

Local service delivery 
Liaison with its prourar 
monitorinq acency 

Consumer ■>ojp ^cercy ri*- d^' 

-dvocf^c / u'^ ^ t • 



d. Specialized physical therapy 
and occupational therapy 
services . 

e. Special ized medical consulta- 
tion including psychiatric 
care, optholmology , otology, 
neurological , etc. 



Enplo yment-liork Activity Component 

a. Hn-going d^aanosis/eval uation . 
(Back-up resources of CMH, 
institutions and voc, rehab, 
for evaluative services.) 

b. Individual ized program and 
placement appropriateness 
determined. 

c. Appropridle day program 
provided cjtside of residence 
if at al I possible. Social i- 
zation component to be 
incorporated . 

d. Appropriate S'jpportive 
Dorsonnel assigned. 

e. Peoular re^'iew and update 
of plan and program. 

L egal -Pr otecti ve Component 

a. Counsel inc reqardina aeneral 
leoal rights . 

K Specif ^'c state or local 
procram entitlements. 

2, Referral for specific 
leoal ^^nstil tation i^' 
appropriate. 



Ajjency Responsible 

Pri vate Prov i der and/or nub Ij^cly 
funded Leaal Aid u^^reaus. 



Se rvice Component 

b. Specific leoal assistance 
of attorneys. 



St ate Departrrent of Social Services c. Protective Services 

County Oepartnient of Soci al 
Services : 

Local service delivery 
Liaison with primary program 
accountable aqency 

^robate Courts 

Liaison with prifpary progran^ * 
accountable agency 

State Depa rtment of Mental Hea 1 1 h_ 
Act 54 Board: Comrfunity Mental 
HeaTtfTAgencies : 

Local service delivery 
Liaison v;ith its program 
monitoring aoencv 



d . St at^i jepar tP^ent o f ^'ental led} t h 

State Inst i tutions : 

Catchment area delivery of service 
Liaison with primary pf^oaran 
accountable anency 

Private Providers . 
/OP 

S_tate Department of ''en ta1 Healti 
AcX.AOA^r'^; CcV^^^unUy "ental 
Hea i tV Aqency: 



Mental Health Co mponent 

a. Provision of Day Programrlno 
opportunities including day 
activity renters with work 
activity components and 
social -recreational compon- 
ent. (This would be as a 
programming alternative to 
Senior Citizen programs.) 

b. Alternative and back-up 
resource to private providers 

in the area of family counseling 
Individual psycho -therapy , 
' evaluation/diagnosis, program- 
ming consultation, crisis 
intervention, etc. 

c. Respite Care Alternatives - 
including relief component 
and a short term treatment 
component. 

d. Pack-up institutional ^^esou^'ce 
as cccurrina In the event of ' 
crisis and for such needs as 
tnose which might be involved 
in the mentally ill -retarded 
nerson. Soeciaiized diagnostic 
servi ces . 



Aoeno Pespon si ble 



Service Component 



Offices of Services to the Aging 
Area agency coordinated proqrarns: 



State Departme nt of Social Servic es 

^0 unty Depa rtment of Social 
^r vices : 

Local service delivery 
Liaison with primary proqram 
accountable agency 

P rivate Providers and/or Publ ic 8. Social -Recreational Component 

Agenciet such as City Recreation a. Qujtside the residence li3u It 

Departments .activity centers with socio- 



Liaisorl with primary program 
accountable aaency 



recreational component. 



b. Generic or specialized 
recreatjon opportunities 
through the YM and Y»'^CA, 
Easter Seal , etc. 



c. In residence social - 

recreational procratTning. 



Private Providers. 



9, 



Pel iaious Nurture 



Liais6n v;ith primary propram 
accountable aqency 
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Nationdl Sianificance Project for I'ichiaan 
INSTITUTION SUP 

PART I. ADMINISTRATIVE INTERVIEW GUIDE 
SURVEY AREA: R:GIDENT CHARACTERISTICS AND PROGRAM NEEDS 

(Refe>^ to descriptive data sheet(s) for particular institutiGn--sh''red 
ahead of tinie--regardinq what population(s) is being served, progranns 
in effect, sta^f-rat 1os , etc.) 

1. wnat are the major factors determining why these particular residents 
are in the institution as opposed to an alternate placement? 

Some Possible Re s ponses 

^5) Multiple involvements 

b) Community alternatives not available 

c) 24 hr. medical ne 

Sevtire behavior problem 



(Note comparison with frequency ranking from central office in regard 
to: etiological codes and programs currently needed - special and 
regular*) 

2. If the factors you mentioned in question one could be resolved* could 
ije habilitative needs of these residents be better met by a placerrent 
in the community? 

Yes No 

3. iiow is your institution currently meeting the program needs of the 
r^esidents? (Consider staffing pattern, accountability, etc.) 

Wnat needs to be done to change your physical plant and program 
structure so that the normalization principle might be better 
I^romoted? 

5. Wi)dt Should be the appropriate r^le of the institution in serving the 
rental ly retarded population? 

a) Are there particular ponulation types it should serve? Such as: 

Some Possible Responses 

All with I.Q. 's below 30 
2^ hr. medical care 
^'ultiply handicapped 

Those with intensive t ii' e- 1 irri ted service needs 
Behavioral problenis 



1 < ^ 



^) S'HJuld it be available d-^ a placer'ent of last res-^rt ^or all ot 
t^e retarded^ 

Ygs No 



c) Ghouid different institutions serve soecialized functions rather 

than providinq all Droqrams? 

^ ^ Yes No 

6. Please identify sore of your piajor concerns related to appropriateness 
of prografTvning for your ^resident * s service needs? 

Have you implemented some changes related to tnese concerns? (Cite 
responses to Accreditation Standards) 

Yes No 

7. Has your staff gone through the :elf survey to acquaint themselves ^ 
with Accreditation Standards? ^ 

_^ Yes 

8. For what kinds of service needs are you plannino to use nursing 
homes? 

9. Do you have a written, distributed policy reciarding the leoal rights 
of residents and the"ir families? 

Yes No 

What specific (i>^^''zult'r>^, have vou nr^ted particular! v in regard to 
r-uarrians^ip vs. advocacy? ^ 

IC. Xnat do you onvision as the ir^eal f'f^echanisn for referral, evaluation 
and intake into the service delivery s/stem for the devel cpmental ly 
disabled? 

li. Given th^- creation of the r<ev Hunan Services Department what do you 

feel vould be appropriate assiqnments of responsibility to the various 
meroed orofessional s^ ( Spe'^ ii f i r ] 1 v mi re^^ard to servicing t^^e develop- 
^^enta 1 1 v disabled. ) 

\2. A'hat types of nev lecislat'on nppcJen r,pttpr s^-rvice the 
developn^en tal 1 / disabled? 

n Have you had ^.ny^ d 1 f • i «.ijl ^ ■ es /.ith ^ !^ ^'-^ i . v r r suecf^ed tv 
Civil Service? ^o, rh^' M''^-^:'^ i'f i ^-'''r^ f^r -"^t v^^a' U'^vel-^ 
'^i ca t ' or ' 
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; Wvould you recor^r-end any new clasn^ications or changes m t^-e current 
cneb^ Wh^n v.-ould these recon^iendat ions be? 

Yes No 

) bo you feel there are appropriaie roles for two year Associate 
degreed personnel (i.e., paraprofessional s) in your progranis? 
If "yes'\ what are these roles? 

Yes No 

If you had all necessary resources to create "ideal" proarams for 
your residents what kind of service system would you establish? 



SURVEY AREA: RESEARCH AND PROGRAM EVALUATION 

Do you have a research and evaluation component at your institution?. 
If "Yes" explain its structure and input into planning and policy 
development. 

^ Yes _____ 

Is >^egu1ar data reporting provided by central office back to your 
institution? If ''Yes", now do you utilize this information? 

_^ Yes No 

What in your opinion is the most useful function that universities 
can perforrr in relation to the institution? 

Some Ppssibj 1 i ties (Check) 

_a) Research to develop new technologies of direct intervention 
b) Research to develop nev^ technologies of service nianagement 
and del i very 
___c) Provision of extra sta^f 

Providing evaluative feedback 
"""^^e) Providing clinical support services 

f) Preve^'tion ^^esearch in such areas as oenetics, cherristry, 

envi ronrental design, etc. 
o; C'jrricuiur' chan for tramino ne^w entrants int-^ the 
ornfessions 

:o >ou have a forrally defined rrocoss by v^hich parents and volunteers 
r^?j' nave )vut into prp^ra^ evaluation fir^d/or policy devel opn^ent? 

It 'yes", ; ^at IS mat prricess? '^^^s ^ No 

y-T" '^pr^y thp r^sidenti'i 1 r-}(Mit]es acrrodit-^.t ion sf^inda^^ds 

YCS 



'^ow do chdnqes yet stdrted nest frequently at your institution? 
bor-e PohMbi 1 ities (C^eck) 

State Departnent of Pental Health initiatiye 

Gther governmental changes such as new laws affecting funding 

Institution ad.'Tiimstrdti ve staff 

_____ Institution professional ^taff 

Institution non-professional staff 

Residents and their relatives or parent associations 

Volunteers 

Outside institutions having frequent contact such as universities, 

cofnnunity aqencies, etc. 

Your ov'n program evaluation unit 

Other (Please specify) 

>hat is the most appropriate method of providing in-service training 
at your facility, given who it serves, where it is located and the 
si3ffing oatrerns utilized? 



SURVEY AREA: SUPPORTIVE SERVICES 

how are the needs for vision, auditory, dental and orthopedic screenino 
'^^et nov" at your institution? 

What is the feasib-'lity of the institution serving a^ a se^^vice base 
^or once a year recall ^or t^e dbove screening cir\d/or clinic service 
del lyer /I 



il, PPOGRAM DlPECTOp/SUPEPVISOR STAFF SURVEY 
SURVEY AREA: MULTIPLE HANDICAPS 

'^^■'L'^IrLr P^'^^ICAl r^lN'DICPP'^ 



r"d/ posu^iomnq pro^.edure^. and solints or other 
':or^rective rJev-ices u^ed to prevent secondary deformities? 

?(' I '^U ' -nrjndi capped ro'^idpnt^ spend a najor oortion of 
t;rp r4A^' rjijt 0^ b^d^^ 

L'ositinnal bdiance and qros*^ notor coordination 
'--'P CO li rained ihrou(]n f 1 nc r r^a t rj cti v j t ies , amhujators 
"'f^d Pproj)^ 1 a ■ e 1^ fitted v c^a i rs ? 

Arp a variety tpchni <Uf?^ u^ed to develop head control 



5. Is the environrent structured to promote crawling, creepinn, 
rolling, pulling erect and strengthening of trunk muscles? 

6. Is the livino environr'ent conducive to ambulation and 
other forms of loconotion? 

7. Are straps, bars, rarnps and supports used to promote 
independent 'jse of living unit facilities by residents 
in wheelchairs? 

8. Dc wheelchairs fit tne uouy size and physical characteristics 
of residents? 

9. Are prosthetic and assistive aids used to rnaxinize the 
educational and work capabilities of mui ti -handi capped 
residents? 

10. Have direct care staff been trained in how to use and 
adjust prosthetic devices for residents with multiple 
Droblems? 



B. EPILEPSY 



Are records available which indicate regular medication 
review? 

Have personnel been trained in the procedures to be 
follov/ed when residents have seizures? 

Are epileptic residents allowed full participation in 
training, social and recreational activities afforded 
non-epileptic residents? 



VISUAL IMPAIPMEN' 



L Are visually impaired residents allowed to live with siohtec: 
residents of comparable age and ability level? 

2. is the living unit arranged and furnished so as to increase 
the mobility and self-care functions of visually impaired 
residents? 

3. Have all identified v-sually impaired residents who can 
benefit from glasses been fitted and trained to v/ear thei." 

^. Are special sensory training and mobility pi^ograms available 
^ur rlind residents to supplement other residential trainmci 
programs? 



Lis 



^'it, ;>^;.'rdf''b ^\ir bund residents designed to 
^rcis*nq]y encouraqe independent travel, ^nth in tne 
t 'jti()n m t^e coPimunity? 



rr'.ir^'O'} irr^a-r^ed residents provid^ed a living environrr^ent 
V. * ^ ■ prorote norfT^al patterns of daily living? 

'^^:ur!l and oral communication methods used according 
■^"jivvjual resident needs? 

tnp individualized habilitctive programs of hearing 
a^^ed >"^^idents include specific recommendations for 
^\^ry 3tirulation and communication training? 

5 va^*;ety of arpl^fication devices available to hearing 
1 .-^-1 rj *-p s 1 d 6 n t r ? 

direct care sta'^'r oers.'^rs trained to do questions three 

^-^u' -2 '^nd ^) abcve^ 



t'^ff persons having contact with multiply handi- 
: en res'idpnts knowledgeable of and aole to use behavior 
^ vv: Lir^pciples to increase resident adaptation to and 

-].-_- thetic devices? 



:::vLCT'_^p/^ ;;"Pvis(^p interview O'iIoe 



" r f 



ectjve: and p'an^ 



1. 



al ' devpl oprental a^^eas? 



In the indi vidua I ize^i ph-^n aopruonate, i.e., does it 
ddd>"GSS the r€a5on(s) for referral, special procrapirma 
needs, aut_^ needs, etc.*^ 

/'hat are trie role de^inuions of your various profesbional 
sta^f? f^re they utilized by skill area^^ (c^css modal ity) 
or by spe:i^ic definitions o'^ tasK? 

^^ow are professional staff assigned responsibilities? {Is 
it by departmental role definitions or by team assicnments 
to a oarticulav^ number of residents?) If by tear^s, v.'ho 
constitutes the team? 



^re the tears held accountable as a team for proauci 
individualized habilitative pi ^^s, implementation of 
strategy JS, review and reasurements of progress? tAiat 
is the accountability mechanism .'^ 

V^ere do tre persons on the team spend most of their day 
in relation to the residents they are serw-a^ 

l;hat the appiopnate ro"^e (>f parents and residents ^n. 
designi" q their programs? 

Are achievement criteria, rather than age or length of 
ti^^e at a given level, utilized For riovement withm a^'-d 
T'Ut t'^e mstitu'^'on? 

doe^'^^ tne Adult Actwity Prv^qrcim differ procrinrat i cal 1 > 
for J] year olds ana S'~< v^-'.ir ''^^ds'^ 

-".\ are v^^'' j^'te^-rs tr-nrer, 9^-.^ , . ^^^^ ^eld ace 1/^ tabl e'^ 



• ■ u I d ^e 0 ^e L f t ^ r - '5 f> r V p needs of ^ j r s t a ^ f " [ N e e di 



1 ^ J' 



J i ar 



^ n F- \ : ir de /e 1 1 ; P'^ f < * :i M / d ^ ^ ab ^ d r» ' " ct^ n t 



1 ^ 



f'ART IV. ATTENDANT STAFF SURVLY 

(CONFIPENTIAL) 
'Each section distributed separately.) 

1. How nianv residents do you directly ^orvice daily (on the average)? 

a) How many ether Attendant Nurses also serve these residents when 
you do? 

b) What Is the most important thing you do with them? 
cj Why do yoj consider this to be most important? 

2. how many residents do you feel are capable of doing better than they 
(ire doing in at least one self care task? 

3. ^nat IS needed to help then, do better? 

4. What other programs does your group go to? (e,q., School?) 



Do you feel any of the residents you serve will ever leave the 
institution a'^d reside in 'the cor^unity? Which type of re'ident 
r^iqht this ber 

'Ahat, in your opinion, is the g r i ma ry rea soji^ released residents are 
returned to the institution after they have once left. Please chec^: 

Were not read^ to leave in the first place 

For respite care (short term) at the institute' 

Behavior problem 

•■edical crisis 

Family ens i. 

nther (please s.^^^ i^^/: 

/'^dt t'^^nqs d'O yc'^v- .-^.c: irjent^ "I- i-i^""^] da/ w^^cn a>T' net li^^e a 
>''Or'""jl rou 1 1^)6? 

' l.'nat ;)^'/s V. ^ : 



^^^e jperv^ix^r/ person you respect 



.r v^ir.i r-^l-j f^r^de nxue ilKC ^he 




What aDout volunteer help - what could they do? 

Have you received instruction on how to use and adjust pro sthetic 
devices for residents with mul tj pie problems? ^Example, hean'nc 
aids, glasses", wheel chairs, headboards witFT straps) 

a) Do you feel confident in helping such residents? 



Have you participated in an in-service traininn proorafr during the 
past year? 

Yes ^ No 

''yes", what wayis) I'-'as it of value or not of value to you in your 
ciai ly woTK activity? 

If you could change on thinn in the institution what would it be and 
how would you change it? 



P/^p: V. OBSERVATION GUIDE 

Zo yoj see evidence of individualized prograiminq and irrp'^enentation 
of the norn^al ization principle in the followinn areas: 

a ) '-^obi 1 ity Training 

{E.G. -Can you see any residents leavinq to qo out the 
commup^'^/ with staff, parents, volunteers, eic.'^) 

Fat "'no 

^f.i.'s-A^t^ r^ajority of residents being tube ^ed^ 
-Do residerit"> eat wich staff?) 

: ; B a t ^ ^ 

( E . n , ^^e i de * ^ ] 1 ? j\% d t o I o u c t h r- vva ^ ^ < l ■ n * ^ <i n d / o to wc-^ 1 
d Dre ^ ^ 

1 . 0 . ' S - 0 0 e S ( h rr- ; 1 0 t h -j 7 p Z C *^ f ? 1 0 1 ''i ^ ' C 

-Hair "t/>--sVildr to co^, n jn • ty^ • 

f> " > 1 1 f r : t. 

I ■ ' - \ r r^^*^ ^ " 0 s " : r i' ri va c / / 

. ^ ^ ^ it : 

-Lr jM rp.id^'^nts ':(- 1 t(! outs-de d-l /Pa*^^ 
I w p . r ) ! r 1 t P r 1 'Vv y ^] heir ♦ T^h t ' 



As staff are involved with residents in the above activities are 
they talking th-^m and labeling clothing articles, body parts, 
eating utensils, etc.? 

Does the living unit have distinct hon^e-like areas for the above 
activities, which a^e conducive to privacy and individual living 
patterns? 

recall why these residents are here - (administrator's statement) 
Are these reasons (needs*) being addressed? 

ies No 

Recall '^appropriate role of the institution." Is this what is 
done best here? 

Ves No 

r^'^'^ ev'ide^ce ^'f nn;. staff functions as teaf^s? 

Ve: f'o 

J Evidence t^at mter-di scn)l mar/ teaps ere assigned ccnsistenrly 
I t^^e sdJ^e residents. 
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Evidence of age apDrop^^iate raterials presented at appropriate 
academic levels? 

Yes ____ No 

Do nurses supervise units in which "welV residents reside? 

Yes No 

F'Ow Is behavior control accorpl isher^*^ 

What are residents called? (e.a., - natients, students, by first 
nan^e, etc.) 




^^ICHIGAN AbbOCIATION FOR RETARDED CHILDREN AND ADULTS 
SPECIAL PROJECTS 
510 Michigan National Tower 
Lansing, Michigan 48933 
Telephone (517) ^^85-2647 



SURVEY FOR REGIONAL INTER-AGENCY COORDINATING 
COMMITTEES FOR THE DEVELOPMENTALLY DISABLED 

We need inter-agency planning to^ the national significance pro- 
ject for Michigan entitled: 'institutional Reform and Deinstitutionaliza- 
tion Plan." The project is sponsored by the Michig;=»n Association for 
Fetarded Children and Adults, in cooperation with tne Michigan Oepartnients 
of Public He^Hh, Social Services and Mental Health. Project cooperation 
and follow-up implementation efforts have been indicated by the involved 
state agencies. 

This is an opportunity for each of the 19 regional inter-agency 
coiTurittees help spell -out a workable plan for this State to overcome 
problems in providing effective services to the developmentally disabled 
wno are in institutions, ready to return from institutions, or at risk 
of being institutionalized due to lack of aopropriate community services. 
The plan will be completed and available for distribution and implementa- 
tion efforts as of July 1, 1974. 

It is important that each committee resDond with at least one or 
i^o iters for state planmnq. ^'-^ore items would be welcomed.) Contained 
h 6 r 0 1 n ; 

The Two Survey Questions 
Suggested Response Format 
Background Consideration Suggest'ions 
Time Line and ResoonsiL^i 1 ity List 
institution Statistics by CO'jnt/ 

Tre »'p*^ponse^ ^hou^d te returned by t*"'^^ reoi ni^^-^l co'^'n'^ttee cnau'^^a^n 

Zr. Ga ^ 1 . Ha^'r^Sj ^roiect D^rpct'"^ 

'^''C*iioan Associcitirn f r ^ "^Ptdrded Chi'dr^r arc" ^'du!'' 

5'0 Mich 5 nan National Tcu^er 



SUGGESTED PESPONSE FQ.RMAT 

What the problef^ is , 

i^.'^y the current system isn't workina. 

Supportinq information such as statistics about numbers waitina 
for service. 
Possible Solut1on(s). 

Which aqency should assume primary resoonsibil ity. 

Additi onal needs such as staff, facilities, euuinrient, services 

etc. 

What is required to make this change (new legislation, reoulations, 
policies, etc.) 

BACKGROUND CONSIDERATION SUG G ESTIONS 

The types of needed services may include any of the foUow^^ng or 

others - 

Coordination Recreation 

Central Referral Services Religious Nurtiure 

Diagnosis ^ Evaluation Education & Training 

Home Counseling ' Sheltered Workshops 

Advocacy Home Finding 

Protective Services Community Residential Services 

Guardianship Home Management Assistance ^"or 

Institution Rel2a^.^^' P^^eparaf^on the Adult D.D. 

Health Care Public Education 

Dental Services In-Se>^vice Education for all 

Vision ^ Hearing Services service personnel 

SCicial Services Transportation 

Respite Care Speech Therapy 

Other Special Services 

In develoDina rec^r^'^^ef^detions , t^^ fo'lowi^^'Q r.-^.ter'ial s ^ay be helpf 
yOur consideratTcns: 

') -nency Statistics by -ae ard 0 isac ^ t/ . 
2] j.D. Pj^iority Listi'^g for your region. 

3) Nurbers who had to return to the institution ^ror^ community 

olacerenr and the reasons fo^ the return (i.e., medical needs, 

Dehavioral problems, home break-doi'n , etc.) 

Problems :f t^ose returned to corrun^-ty from the institution. 
5; T^e needs of those at nsk of beinq institutionalized. 
6 A^at new 0^ exoanded services eacn agency 'will reed 10 serv^e tr 

n' uppers v'.^o ^a/ be ^'^'ea'^ed ^r^' ^''"•st "tuti^ns in tne ne/t -^^^j^ 

'V; yea^^s. 

7. S::;ec ia I Droblems of t^-e ru 1 tip^y^hondi ca::ped. 

'-a ti o^a 1 Accrod 1 1 a t": on S t.-inda rds fr r c^^^^un 1 ty ^oenc i es Sorvi ce 



'^y.iZ A\T RLS^O'iSIBILITY LIST 



Distribute survey (Octooer and November). 

May wish to divide region for issue development. 

Each member to discuss with own agency. 

Discuss at RKC meeting (December) - May wish to invite 

Cadre resource or project staff. 
Finalize RICC recommendations (January). 
Return to Dr. Harris (by February 1, 1974). 

Cad re 

Participate when requested wich RICC's. 

After 2-l-74--Help analyze issues and discuss with 

agency colleagues. 
Participate in f^ARC Inter-Agency WorKshop. 
Finalize Recormiendations with Project Staff. 

February or March, 1974 - Workshop Session. 

^efine issues and recomr-endations as presented by RICC's. 
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^•'ICHI&AN ASSOCIATinN FOR RETARDED CHILDREN AND ADULT: 
SPECIAL PROJECTS 
510 Michigan National Tower 
Lansing, Michigan ^8933 
Telephone (517) ^85-26^7 



ADUlT ACTIVITIES SURVEY 
M £ y 0 



DATE: f^arch 21 , 1974 

We need some hard-core data about numbers wainting for adult activity 
centers for our state plan project in order to request adequate finding and 
leadership provisions to meet those needs. 

Could you please send us the follovs'ing information by return mail. 

Nare of Center .„„^ . ^ 

Number of Spaces for Clients . 

Actual Number of Clients 

Known number of persons waiting for t^is prografii _ 



TO: 



RE: 



FROM: 



Directors of Adult Activity Centers 
Dr. Gail A. Harris, Project Director 
V.auinc^ List Numbers 




lumber 



Ir; cornrunity prn:iran ^ Ov. 
IP community - ^''^ pro'U'jjr 



APPL'NOIX B 
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Dear Fnend of the '^'entally Retarded in Michiaan: 

>Je are pleased to invite you to the third annual conference on Plac eir.ent and ^ 
P roqrar^' Needs for the Mentally Retarded , sponsored by the Michigan Asscciatior 
for Retarded Children and AduUs in cooperation with the Michigan Departinenf^. 
of Social Services, Mental Health, Public Health, Vocational Rehabilitation 
Services and Special Education. The conference will be held on Monday, March 
11, 1974 at the Civic Center, 505 West Allegan, downtown Lansing, A program 
IS enclosed. 

The purpose of the conference is to further communication practices and 
cooperative arrangea^ents between parents, professionals and agencies, in 
addition to making concrete recommendation ^ for improved ^.ervices for the 
mentally retarded **in Michigan. 

w'e highly encourage your participation at this important m^ee^ing. 
A S2 registration fee will be collected at the door. 



Please detach and return by March 1, 1974 to: 

Michiaan Association for Retarded Children and Adults 
510 Micrjioan National Tower 
Lansing', Michigan 48933 

The followino number of persons will attend the ''arcr) 1 1 , 1974 conference 
Concerns m Placement ^or the ''entally Retarded. 



t-^^ '''enta^iv Reiarded) 

''onda^^ Varch IK 197^ 
-"JO A.M. to 3:0G P/^ 
I 1 no Civic Center 

Sponsored bv : 
-ss-jc^ation for Retarded Children ard -kluU- 
•n Cooperation With 
'"'.hiqan jepartment of Social ' :es 
"ic^ioan Department of ^'ental Health 
'-"^c^-^can Department of PudKc Health 
PivisH^/n of Special Education 
..catiou^i Rehabilitation Service 

PROGRAM 

tra- i On and Coff ee (Priidden Lounge) 

-Is 0"^^' and Introduction of Speake. (Prudden H^l-' 
-^T. cdv.^ard f.jman, President* MARCA 

^^nt ai Retar dation Is sues from the Super-Agency Pe rspe ctive 
-Dr. John Dempsey, Director, State Department of f'ananement 

'-"^d Budf^et 

-Ttate Senators 5 State Representative:, County Comssioners, 
'^nren ts and Statf Agency Representatives f^^^om Mental Healtn, 
. ^^atiorc'l Rehabilitation, Soci.^1 rvices, Public -'^-Itn 
jr,:l Sppc*'al Education 

>'.r^t'''r. ^v3>^ve> P. Zuc^^erhero, E/ecut^ve Director, 'A'\prr. 

/ c^' r?^ /n\jr own; the rem strati^ n Je^r '/'-ll ^--^v*^ a i ^ 
.'-^ . fa- i 1 ities] 

- >- s^'^'P Instru ct io ns ''"rjdcen ^^-ill/ 
-OrT Geil Harn<;, f'ARCA 

"w^-'itr ^ ^pr-d ] sc i pi i na^^y vorr^fiop ^^bSio'^s *^li ^^.^1- 
' t'^t^ :;u^pose Qt pmpointino problems and 3u^:Qei*: 'r^^\ 
^-^ solutions to help provide quality service'- t 

, r^^t-'^.^pd and aeve 1 oo'^onta 1 1 y d1^.a^)led vno are in 

M^'-^ r ] t jti ons ^n CL/"^^^'^uni ty placements. l\r.v k ^r*.- 
" » s ' ^ ' 1 n: ! !if^e t'^e Pevel opr^^pp lal Di sabi 1 1 * ^ 
, - ' .^'C""], stal'^^ c "^"^ ul tan and 1 e^^ i " 1 a ^i;r^ . 
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f'e problem's 



SOL'JTK'^^S SHOULD INCLUDE Tr 



^os^ ]e Issues 



. u c 



: t: ^"prr-v^-^ In^ntution pre-rGlease proqrarrr 1 ? 
'i.-^'^'./ ^'^e rpSfycnMDle fnr epileptics in r:eed of re . 1 de?.'ti ctl 

,t^ony cr^^T'un-'c -ite better v.it^^ nrirert">? 



^r-tuution residents De adequately ' 
_ npa^^ipq aids, aldsses, etc/)? 

--rrt^/p N.^tpr ^.f respite care? 



-r s^<'iJd be respond i^"" for a fix-^d 

r s.u' la t ' on center) t cr.rp-umty? 
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1 . 
5 t 



1^ 



>\^^i DuDiii: >^er^ti9ns "e^isu're^ >nnuid ur'':'*^r taken to '"'or 
Of'^'u^itv sefWices f^*^ t^^? devtHr-rrentcil 1 y disabled? 



V 1 



vN'^'it d%enc^.;^es) s^ruld a.Su'^^ resron^ m 1 , for evaluati-ng at 
-'iler^sv v-re ar^^ '.jDjec: to freauent ".e^zgre<.' If so, wha": 
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f 1 1 r, ^ ^ , 1 ^ n ^ 8 3 " 

' t'^ • \ ^- ' n o ' T- " ** ; " * "^ _ X /' 



vy*^ -^rruird Hf^-usK'N ^''i^h^can Jt^cartrer^t Scc^al Sprvf*":'- 
'r. 3ordcn Yuda:>hM?', *«Mc^igan Oepartf-ent of Mental r'.-i'f^^ 
■ohr Prrte^, r'lcriigan jepart'^ient of Ed-jcati-^n 
Vyrr-iy Patters *^^cniqan Depa^ trert of Educat 

»' " r P- c a (i 1 1 n , E p n B p s / C 6* *^ * ^ - r r - :, r 
*V . **-rri-,"-, '-^^ich ^'oar- '^P^' 



are ^''■v ^ t -r.-;: j t 



d 1 . m: 1 ed d r^' t 



K^^tra:^. of : T'^P' '^^d . 'p'' r^^^''^"ro'^'dati:)n ^ ar^-^ prop 
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A^srn^TION FOR RETARDED CrliD?V^ AND 
S^^CCIAL PROJECTS 
5;''? Michigan National Tower 
Ldnsinq, Michigan 48933 
Telephone (517) .''P5-25^7 



>\ ^-'aunce ^euen, Michigan Department of Public Heal in 

'•'^^ Bernard Houston, Michigan Department of Social Services 

Tr. Gordon YudasnKin, Michigan Department of Mental Health' 

\(\ John Porter, Michigan Department of Education 

Mv^^ Murray Batten, Michigan Department of Education 

Zr. Don Gal van, Michigan Oepartnent of Education 

•^v. Harvey Zuckerberq, MARCA 

'*f. Ton Cauqhlin, Epilepsy Center of Michioa*^ 

^"V. Roy vorrison, Michigan UCPA 

2r , Gail A. Harris, Project Director 

^aul Tobey, Developmental Disahilities Coordinator 

"eetinq ^ Thursday, ^^ay 16, 1974, 1:00 p.n,, Stoddar.-^ Building, 
Lin'-^ino, '^^chigar 

"n.c^ ^ollo^--uD tu our April 1 5, 1974 me^o to you asking you 

r-jjrtics^ate in a rr.eetinc on Thursday, '^^ay 16, 1974 from 1:00 pjn. to 
- 3C i:.^. 1^' the Stoddard Building, 4th Floor Conference Room (corner 
:^ a^i Allegan in L'^n^mg). 

"T'.e Codrv ^as r^-'Viewed tne abstracted recommendations and we are 
^"w -.t^-ndm^ tre reccrrr^'enjation^ to you and tne Zadre members which will 
: e f^^'S^dered on *^'ay 16. 

^""^r yOur backgrrj-::" i^fo^f^ation, v.e are also sending to you a 
rcj .'^r^^ f,f f^n^^ recoHTr^enda tinn^ from the ^arcn 11 , 1974 Interagency Con- 
ference at the Lansino Cv^ic Cente»" and a ^ary of the recommendations 
f fp^ Interaop^^cy Cr^^ritter-s surveys, 

;r t^^e ^'^^'et'T'^ -^^^ ^*av 16, y^.j - 11 be as^-ed to respond to the 
^ f cnm^T^r.da t:r'r^s /'tn .-1: r r'^val , rejection or revisions and v*'ith 
.'.;vr.':v c '-^'^^ t"'p'^'ts tc f^ctior. /{ju vmII oe asked to as*'*'>t us then or 
^^rer Air^ a oroc-'sed ti^^<^-li^e v^>^i'"n ^ r-e i'^^actical for implement- 

:-. niq^ly :<"r'r:'r^ t^et /v*. l-'K t- attend thi^. meetinq ir- 
, '1'- ^nf- rps':it'^ ^ the -»v?ti'^^' w'li be incorporated in this sect v. r 

' t'^'- v^te ^^^'""r f r '->^v'^"t'S ^''^ t^^ r.»ive :o[^niental ly Disabled. 
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-'I/. F :p PFTARDEI: ^nlLf^ ^ 

SPECI/^L PROJECTS 
^ '*^chioan National T^'-w^r 
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